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Impacting on health and well-being, obesity creates an unmanageable burden on 
the health service and economy, yet is preventable and treatable. Establishing 
peer support as a tool for weight management could extend the reach of 
interventions and enhance their efficacy.  A Narrative Systematic literature review 
highlights valuable peer support, yet also evidences that some peers are 
unhelpful.  The aim of this research was to develop an intervention enabling clients 
of a weight management programme to cascade their learnings and experiential 
knowledge to those they know.  
Introducing a peer support intervention to clients and clients offering this to peers 
requires behaviour changes by lead facilitators and clients.  Guided by the 
theoretical Behaviour Change Wheel (BCW) for designing behaviour change 
interventions, with Capability, Opportunity, Motivation for Behaviour (COM-B) at its 
centre, an iterative qualitative approach was undertaken.  Using a prospective 
longitudinal design and maximum diversity sampling within the population 
attending three programmes, 21 clients attended semi-structured and some serial 
interviews; four focus groups were conducted with nine Leads.  
Thematic and interpretive analysis identified key themes. Motivated by altruistic 
benefits and seeing their peers’ readiness to change, Participants perceived they 
would be able to indirectly offer support without formal training or role however 
cues for these offers could be missed.  These findings add new knowledge to the 
field of peer support.     
Acceptable support was praise, inclusion into and demonstration of weight-related 
activities, and encouragement.  Practical dietary advice was welcomed but ‘norms’ 
of their social network take precedence over healthy goals.  Giving time to peers 
and stress from hearing their problems, were barriers to offering support. Leads 
perceived the topic of peer support could be introduced once clients showed 
readiness to change.  Based on theory and findings, an intervention manual, was 
developed using TIDieR guidance which requires further testing in the future. 
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Chapter 1: Introduction to the thesis  
1.1 Introduction to the chapter  
The effect of obesity is substantial.  Impacting on our health, and reducing our 
ability to contribute to society, it is creating a heavy and unmanageable burden on 
the health service and economy.  In Scotland, in 2017, 65% of adults (aged 16 
years and over) were overweight or obese, with 29% of those classified as obese 
(Scottish Government 2018a).  Through my clinical and strategic role as a 
Professional Lead Dietitian, I am faced with the challenges of obesity and its 
implications.  Because obesity is a preventable and treatable disease, carrying an 
increased risk of morbidity and mortality (Government Office for Science 2007), 
my colleagues and I are tasked with implementing effective weight management 
solutions.  Only a small percentage of overweight and obese individuals achieve 
weight loss and weight maintenance (Dombrowski et al. 2014), with just 20% 
maintaining their weight loss of 10% for a year (Wing and Phelan 2005).  These 
figures are not sufficient to support a downward trend in obesity levels (World 
Health Organization (WHO) 2018).  
On a positive note, clients attending weight management programmes within my 
practice area have related successful anecdotes of cascading their learning to 
peers outwith the programme as a way of providing support for lifestyle changes.  
The literature review identified studies with similar reports of successful peer 
support (Chapter 2) and an insight into the facilitators and barriers to this success 
could enable their replication as a weight management option.   
Establishing peer support as a tool for weight management could impact on the 
need for as many professionals and professional-led programmes; extend the 
reach of weight management support to non-attenders or non-completers of the 
programmes; and enhance the efficacy of interventions.  Cascading learning from 
an accredited weight management programme to friends and family could provide 
the “credibility and novelty features that users valued” to make lifestyle changes 
(Avenell et al. 2018, p. 202).  In addition to the provision of information, peer 
support could also provide emotional support (WHO 2008).   
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At a local level, offering extended weight management care can improve the 
efficacy of programmes (Avenell et al. 2018), but there is competition within the 
NHS for other priority needs.  Furthermore, these limited resources are accessed 
by only a fraction of the obese and overweight population (Blane et al. 2017), and 
there is little evidence on what more can be done to influence attendance at NHS-
funded weight management programmes (Avenell et al. 2018).  In summary, if 
there is a panacea to obesity, it remains elusive.  
This first chapter sets out the context and rationale that focus this thesis: the 
acceptance and feasibility of peer-led support in adult weight management.   
1.2 Background: the obesity challenge 
An innate survival characteristic of humans enables us to store calories in times 
when food is plentiful and easily accessible, and this mechanism provides for 
energy expenditure when food is scarce.  On the other hand, humankinds’ 
biological predilection to store calories contains a modern-day flaw; rather than 
promote existence, it has created a vulnerability that promotes obesity 
(Government Office for Science 2007).  For many modern-day societies, food is 
plentiful and easily accessible, and this availability calls for a different survival 
characteristic – the knowledge and ability to control calorie intake.   
Calories in food and drink choices are determined within social networks and are 
affected by culture and environment (Government Office for Science 2007).  
Regarded as a significant public health challenge, efforts to reverse the 
prevalence of obesity have failed because of the difficulties in maintaining an 
energy balance.  Preventing obesity or maintaining weight loss is a life-long 
commitment, affected by multi-factorial barriers and facilitators.  Due to this 
complex aetiology, interventions should contain a collection of tools to target all 
areas of an individual’s life (Dobbs et al. 2014).  Dobbs et al. (2014, p. 51) write:  
The current debate on addressing obesity still tends to revolve around the 
search for a single killer intervention.  No single type of intervention—or any 
single sector of society—will be able to rein in the rising prevalence of 
obesity.  However, as large as possible a set of interventions deployed by 
all relevant sectors has the potential to break that trend.   
3 
 
The concept of adding an intervention to the present set of weight management 
options, taking place within the context of social networks, might support 
behaviour change to a less obesogenic lifestyle: my thesis seeks to explore this 
option, but, first it is important to understand the size and severity of the problem.  
1.2.1 Prevalence and trends of obesity  
The obese and overweight are identified by the measurement of their Body Mass 
Index (BMI) and this measurement is still widely rated as the most accurate and 
practical tool for supporting the surveillance of populations (Adab et al. 2018).  A 
caveat to this at an individual level is to establish health risks in ethnic groups, 
athletes and those with high central obesity who need additional approaches or 
different risk ‘cut-off points’ for diagnosis (Adab et al. 2018).  The likelihood of risk 
from obesity increases for ethnic groups (NICE PH46 2013).  Table 1.1 illustrates 
the health risks classification by BMI, and waist circumference, “used in addition to 
BMI to refine assessment of risk of obesity-related comorbidities” (SIGN 115 2010, 
p. 11).  Data based on BMI show that, worldwide, 39% of adults are classified as 
overweight or obese and, of these, an estimated 13% are obese; these figures 
have almost tripled since 1975 (WHO 2018).  Both classifications are associated 
with health risks.   
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Table 1.1: The classification of health risks by BMI, and waist circumference 
 
Topping the world obesity tables in 2015–2016 was the U.S.A., with 39.8% of the 
adult population obese (Hales et al. 2018).  In Scotland, where this thesis research 
was conducted, the figures are the second highest in the world.  The 2017 Scottish 
Health Survey (Scottish Government 2018a) indicates that 65% of adults (aged 16 
years and over) were found to be overweight or obese, and 29% were classified 
as obese:  only 33% of adults were of a normal weight.  These levels have 
remained unchanged for nearly ten years, but they are still significantly higher than 
the levels of obesity in 2003, which were 24% (Scottish Government 2018a).  
Regarding genders, women are more likely to be in the healthy BMI range (35% 
compared to 31% men), with more men in the overweight category (40% 
compared to 33% women): there was no significant difference between men (27%) 
and women (30%) in the obese category (Scottish Government 2018a). 
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Interestingly, although obesity rates, as determined by BMI, have remained stable, 
waist measurements continue to rise and are now the highest ever recorded.  
Women’s waist size increased by 16% between 2003 and 2017 compared to 
men’s lesser increase of 10% during the same time period, even though men’s 
overweight rates have increased more than women’s (Scottish Government 
2018a).  This survey was about fact-finding and does not explain its results, but 
the report does mention that men are more likely to meet the moderate and 
vigorous activity guidelines, whereas women are not.  The difference in overweight 
prevalence, waist circumference measurements, and activity levels suggest that 
men and women may require tailored lifestyle weight management support, for 
example, encouragement for men to eat less as well as exercise, and women to 
exercise in addition to eating less (Hunt et al. 2014).  
The probability of becoming obese increases with age for both genders (Scottish 
Government 2018a).  Green et al. (2015) explored other subgroups at risk of 
obesity and identified: men who were heavy drinkers, younger women, well-off 
older individuals, older individuals with physical health problems, middle-aged 
individuals with mental health problems, and those who generally had poor health.   
Loring and Robertson (2014) discuss a final group at risk of obesity in their report 
on behalf of WHO, and report that this group experience an inequitable effect of 
social deprivation.  Loring and Robertson (2014) defined this inequity as being 
“caused by the unequal distribution of these determinants on health, including 
power, income, goods and services, poor and unequal living conditions” (2014, p. 
3).  The WHO (2018) identified that those in low socioeconomic groups, especially 
those with a low or middle income, were twice as likely to be obese or to become 
obese. 
This section has highlighted that obesity trends are not decreasing, and that 
certain sections of the population have increased risks of becoming obese; the 
next section examines the associated health risks of obesity and the importance of 
reducing its prevalence. 
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1.2.2 The importance of reducing obesity  
Decreasing the incidence and prevalence of obesity is important for two main 
reasons: to maintain and improve individual health and well-being; and secondly, 
to relieve the cost to resources in supporting an individual with poor health.   
Obesity increases the probability of non-communicable diseases such as 
cardiovascular disease, Type 2 diabetes, musculoskeletal disorders, and some 
cancers (WHO 2015).  Recent evidence suggests that obesity is the second 
biggest preventable cause of cancer (Brown et al. 2018).  There is also detriment 
to the mental well-being of the individual, including conditions such as depression, 
schizophrenia and bipolar disease (WHO 2013).  In addition, there is evidence of a 
possible link between mid-life obesity and later life dementia (Loef and Walach 
2013; Xu et al. 2011).  
The cost of obesity to Scottish society is difficult to quantify precisely, but the latest 
estimate is £4.6 billion annually (Dobbs et al. 2014).  This calculation includes 
“loss of productivity attributable to loss of life or impaired life quality, direct health 
care costs, and investment to mitigate the impact of obesity” (Castle 2015, p. 22).  
1.2.3 Causes of obesity 
The Foresight Project (Government Office for Science 2007, p. 8) reports that “the 
technological revolution of the 20th century has left in its wake an ‘obesogenic 
environment”’.  The end of World War 2 triggered developments in processed 
foods and improved transport, both of which resulted in increased access to food.  
This increase in available and easily digested foods, together with the reduced 
necessity of expending calories to obtain them, has resulted in a contemporary 
problem of energy imbalance.  Knowing the causes of the obesity phenomenon 
should make it preventable and resolvable, yet trends indicate that the solution is 
not yet in our grasp.   
Simply defined, weight is a balancing act between diet and activity: an individual 
consuming less calories than they use supports weight loss; consuming the same 
calories as used maintains weight; whereas consuming more calories than used 
results in obesity.  But only the definition is simple – obesity is a structure of many 
parts including biology and behaviour. 
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Biology has caused a genetic disposition to obesity and, in some individuals, this 
disposition has a greater impact on their ability to store fat (Ells et al. 2018), 
necessitating extra care in the obesogenic environment.  The Foresight Report 
(Government Office for Science 2007) brings these contributors together in one 
visual explanation that they name the ‘The obesity system map’, which illustrates 
the obesogenic environment and its many causation factors, linked in over a 
hundred ways, under seven themes, at different levels.  Figure 1.1 shows a 
simplified version of the map.  More recently, Professor Jebb, who contributed to 
the original Foresight Report (Government Office for Science 2007) discusses in 
her review article (Jebb 2017) that, although a criticism of the Obesity Map is its 
visual complexity, it highlighted that obesity did not have one solution.   
 
Figure 1.1: ‘The obesity system map’, The Foresight Report (Government Office for Science 
2007) (Licensed for reproduction under the Open Government Licence v3.0) 
Since 2007, the Obesity Map has triggered discussions to inform policies of action 
(Section 1.5), but successful solutions have remained elusive and obesity levels 
have not reduced.  Ells et al. (2018) examined the evidence for obesity causation 
and explained that, although biology is the initial cause of obesity, they reiterate 
the position presented in the literature that “Genetic predisposition is no barrier to 
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successful weight management and no excuse for weak health and policy 
responses” (2018, p. 2).  Moreover, Wang et al. (2018) demonstrate, in their 
prospective cohort study, conducted over 20 years, that those more genetically 
predisposed to obesity receive greater benefits of weight loss from healthy dietary 
behaviours.  That is, those who were not only the most efficient at storing energy 
when food was available were also those who were more efficient at breaking 
down their energy stores when needed.  These findings are supported by 
Goodarzi (2018), who reported that those with increased genetic risk of obesity are 
able to mitigate these predispositions with improved lifestyle behaviours.   
Both papers (Goodarzi 2018; Wang et al. 2018) emphasise the effect of the 
environment on increasing the risk of obesity, not only in those more genetically 
predisposed, but in the population as a whole.  However, neither paper discusses 
in detail the difficulties of improving lifestyle behaviours; the next section examines 
the effect of the social environment on the individual’s ability to follow a healthy 
lifestyle. 
1.2.4 Obesity and the impact of the social environment  
The social environment impacts on obesity in two ways: social deprivation can 
physically limit access to healthy food and activity options; social networks can 
culturally set unhealthy food and activity options (Scottish Government 2018b).  
Historically, poverty was linked to underweight as a consequence of unaffordable 
and therefore unavailable food, whereas obesity was a consequence of having too 
much affordable and available food: more recently, it appears that the reverse is 
true – poverty is now linked to obesity (Robertson et al. 2007).  The Scottish 
Health Survey 2017 (Scottish Government 2018a) shows that, although obesity in 
Scotland is, on average, 29%, this ranges from around 20% in the least deprived 
quintile to over 35% in the most deprived.  Similarly, Loring and Robertson (2014) 
reported on behalf of the WHO that, globally, those in low socioeconomic groups 
have an increased risk of becoming obese, which is double that of those 
considered advantaged.  Furthermore, they described how obesity was associated 
with the loss of healthy years and early death in low socioeconomic groups.  
Processed, high-calorie dense foods with low nutritional value, such as white 
bread, biscuits and sugary drinks, can be cheap to buy, are readily available and 
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are filling.  Conversely, low-calorie dense foods with a high nutritional value, such 
as those that are unprocessed, tend to be either more expensive or need more 
resources to prepare and cook (Scottish Government 2018b).  Attempting to 
reduce the likelihood of obesity and its associated risk of poor health is difficult 
when “obesity is most prevalent in socially disadvantaged groups, yet interventions 
are most effective in advantaged groups:  there will be less chance of reducing 
overall prevalence” (Loring and Robertson 2014, p. 7).  The link between obesity 
and the social environment is complex and appears to vary between countries and 
within countries, especially by income and gender, resulting in no specific 
solutions.  Lean et al. (2018, p. 6) recommend caution when developing any 
interventions and advise fostering “culturally appropriate ways to maintain a 
healthy weight without further disadvantaging the more disadvantaged in society”. 
Regarding the influence of social networks on obesity levels, Powell et al. (2015, 
p. 10) describe the three linked processes that rationalise this: “Social contagion (if 
your friends and family have poor diets and are physically inactive, then you are 
more likely to adopt these behaviours as well); social capital (your sense of 
belonging and social support influences your health behaviours and weight); and 
social selection (whereby your network develops according to your weight, e.g. 
choice of partner)”.  Social support involves practical help, emotional support and 
praise (NICE PH49 2014).   Social support can be formal or informal; implicit or 
explicit within a social network and could be between individuals as well as within 
groups or organisations.  For this study one key dimension of social support is 
considered and that is peer support and this is based on the shared commonality 
of trying to make weight management changes.  A recent study by the Scottish 
Government (2017) asked the public their opinions on the causes and solutions to 
obesity.  The results highlighted that the public considered an individual to be 
responsible for causing and reducing their obesity, with family and friends ranked 
second.   
Possible solutions to obesity are the positive influences of social networks:  
O’Dowd (2012) suggests placing an emphasis on addressing multiple lifestyle 
behaviours within communities; the findings of Buck and Frosini (2012), in their 
Kings Fund report, advise using a wellness approach that moves from a health 
service addressing obesity alone to a community health focus; and South (2014) 
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suggests a research agenda focused on understanding successful community 
support and their influencing factors, and enabling these community assets. These 
recommendations suggest that potential interventions to promote changes in 
behaviour to a healthier lifestyle should be tailored to communities (South 2014).  
Any intervention would require policies and measures for implementation into 
practice, and the next section centres on those policies currently being 
implemented to target Scottish obesity levels. 
1.3 Policies for action on obesity 
Policies at a National level have been produced since the publication of the 
Foresight Report (Government Office for Science 2007) and their description of 
the complexity of obesity.  During 2018, the Scottish Government published 
policies and frameworks that prioritised action at local and National levels (A 
Healthier Future: Scotland’s Diet and Healthy Weight Delivery Plan 2018c; A More 
Active Scotland: Scotland's Physical Activity Delivery Plan 2018d; A Healthier 
Future: Type 2 Diabetes Prevention, Early Detection and Intervention Framework 
2018e; Scotland’s Public Health Priorities 2018b).  Similar to global level policies 
and updates (WHO 2018; OECD 2017), these recommend changes are 
implemented mainly within the environment of the private sector.  These policies 
are aimed at food provision and food manufacture rather than assuming change is 
the sole responsibility of the obese (Lean et al. 2018).  Similarly, Avenell et al. 
(2018) conclude that: “Changes to the obesogenic environment will enhance the 
effectiveness of weight management programmes by supporting people in their 
behaviour change” (2018, p. 209).  On the other hand, Dietz et al. (2015) reported 
that those with severe obesity would need more than changes in policy and the 
environment to support their weight loss; they would need individual intensive 
therapy.   
At a lower strategic level, the public sector (Health and Social Care Partnerships – 
HSCP), which includes the NHS, are committed to allocating resources to act on 
obesity.  As such, they have instilled pathways, based on good practice and the 
clinical and public health guidance issued by the Scottish Intercollegiate Guidance 
Network (SIGN 2010) and the National Institute for Health and Care Excellence 
(NICE CG189 2018; NICE PH42 2017; NICE PH53 2014).  The next section looks 
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at the NHS model currently available to support the overweight and obese client 
within the health care setting in the UK.   
1.4 UK Treatment pathways for obesity 
1.4.1 Weight loss 
The treatment pathway for obesity is similar throughout the UK, but, in England, 
the client’s pathway is financed and managed by different commissioners in the 
community and in secondary care (Department of Health (DoH) 2013).  In 
Scotland, the pathways are seamless, with an overarching financial and 
organisational management governed by HSCPs who are accountable for all 
healthcare services in their area. 
The national evidence-based guidelines recommend that interventions to treat 
obesity are based on a combination of diet, physical activity and behavioural 
changes (NICE CG189 2014; SIGN 2010).  In practice, obesity treatment should 
aim to improve an individual’s knowledge and skills on lifestyle choices, thus 
enabling them to acquire a competence to make healthy lifestyle changes.  
Furthermore, the treatment should be tailored to the components that support 
change in these individuals – their capabilities, opportunities and motivation 
(Michie et al. 2014; NICE PH49 2014).  Lean et al. (2018) described the various 
methods of restricting dietary intakes, emphasising the importance of knowledge 
for energy restriction at an individual level, but concluded that no specific method 
was the most efficacious.  Avenell et al. (2018) recently published a systematic 
review of the options for weight management that included bariatric surgery, a 
comparison of weight loss diets and programmes, and pharmacotherapy.  These 
options were compared for their feasibility, cost and clinical effectiveness, and 
acceptability to the individual.  The outcomes were similar in that they were all 
more effective than doing nothing, apart from weight-neutral interventions which 
did not support weight loss (Avenell et al. 2018).  
In the UK, the NHS direct individuals to treatment for weight management options 
appropriate to their needs and wants (Blackshaw et al. 2014; NICE CG189 2014).  
The literature highlights that tailoring interventions increases the potential for an 
individual’s behaviour change (Lang and Froelicher 2006; NICE CG189 2014).  
The NHS weight management pathways are expressed in four tiers and are 
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visually represented in Figure 1.2 with examples (Welbourne 2016; NICE CG189 
2014; DoH 2013; The National Planning Forum 2012).  A higher level of support 
would be offered to clients with co-morbidities at tiers 3 or 4: those with less 
complex needs would be offered tiers 1 or 2.  
 
 
Figure 1.2: Description of the four-tiered Weight Management pathway (The National 
Planning Forum 2012) 
Tier 1 is considered a preventative measure for those individuals embarking on 
improved lifestyles, and a treatment option for those who have no co-morbidities or 
morbid obesity, and, in both cases, the individual would be able to access these 
services within their community.  Jolly et al. (2011) reported that commercial 
slimming clubs were an effective option for weight loss.  Some health boards have 
replaced their tier 2 services with these clubs but, although they pay for 
attendance for a set period, clients have to pay for continued support unless they 
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lose a set amount of weight (NHS Greater Glasgow and Clyde 2019).  Allan et al. 
(2011) discussed the menu of options that commercial slimming clubs and HSCPs 
provide, catering to most preferences, including times, venues, methods for weight 
loss and style of programme facilitators.  In addition to weight-loss-specific 
programmes, tier 1 includes community lifestyle interventions that also support 
mental and physical health, but, if the programmes are not effective, the individual 
could move upwards to tier 2. 
Tier 2 options may overlap with tier 1 in many health boards.  The difference 
between the two tiers is that a tier 2 service should be evidence-based, developed 
by expert health professionals, delivered by trained facilitators with good 
communication skills, and consisting of “diet, physical activity and behaviour 
change” components.  Physical activity services alone are not considered to be 
weight management services” (Public Health England (PHE) 2017, p. 4).  
Tier 3 services were established in the UK (BOMSS 2017) as a link between the 
population-wide/lifestyle services at tier 1/2 and the bariatric surgical services at 
tier 4.  In Scotland, before tier 3 services were established, waiting lists for 
bariatric surgery were long and patients’ expectations for this service were high 
(National Planning Forum 2012).  Known as a weight assessment and 
management service, tier 3 services enable an individual to make progress with 
weight loss.  Further support can be offered by directing clients back to lifestyle 
and universal interventions.  Without progress, they would be assessed for their 
suitability and potential to be referred for bariatric services at tier 4.   
Tier 4 services are only accessible by a small proportion of obese individuals in 
the UK (BOMSS 2017).  In Scotland, the criteria for surgery is strict, and suitable 
candidates can only access the service through tier 3 and if they fall into set BMI, 
age and co-morbidity ranges (National Planning Forum 2012; SIGN 115 2010).  
The low numbers, despite evidence of cost effectiveness, are mainly due to the 
upfront cost and the high level of risk associated with surgery (Avenell et al. 2018; 
Welbourn et al. 2016) 
1.4.2 Weight maintenance 
Weight maintenance is key to the continuation of the benefits received from weight 
loss (Dombrowski et al. 2014).  The evidence on the effective elements of weight 
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maintenance is little researched.  What is known is that when weight management 
programmes end, the individual’s abilities may not be sufficient to maintain any 
healthy changes (Dombrowski et al. 2014).  Penn et al. (2013) reported that 
participants’ perceived social support, including their peer support, are important to 
continuing with exercise for weight maintenance in addition to their own intentions 
and goals.  Avenell et al. (2018) reported that very low-calorie diets or 
pharmacological methods have shown some effectiveness for weight 
maintenance, but, at present, there are no global or national guidelines.  The next 
section explores the treatment pathway for weight management, including weight 
loss and weight maintenance, in the context of the setting of the thesis. 
1.5 The setting of the thesis 
Figure 1.2 demonstrates that interventions at the lower end of the pyramid can 
potentially create benefits for more of the population, with services at tier 2 
encompassing a broad spectrum of public health goals that prevent as well as 
intervene with obesity and its associated risks (NICE PH53 2014).  This thesis is 
set within the context of a tier 2 service in an HSCP and a weight management 
programme known as ‘Counterweight’.  The Counterweight programme consists of 
one session every fortnight, for 12 weeks, in either individual or group settings 
(The Counterweight Project Team 2004).  SIGN (2010) cite Counterweight as an 
acceptable intervention due to its multi-components, supporting diet, exercise and 
behaviour change (SIGN 2010).  Trained facilitators are at the centre of this 
service and deliver the programme in a formal, structured way.  The facilitators 
have a variety of backgrounds, such as dietitians, dietetic assistants, council 
leisure employees, lifestyle advisors and volunteers.  They all receive training in 
motivational interviewing and in delivering the contents of the Counterweight 
programme. 
Clients are referred or self-refer into the programme and are accepted if they meet 
the programme’s criteria (Appendix 1.1).  The programme provides an opportunity 
for the client to receive credible information and to gradually build on behaviour 
change skills for weight loss.  The sessions include monitoring and continued 
support during the 12-week core programme and further drop-in opportunities for 
up to a 12-month period.  Results from the programme in one study (The 
Counterweight Project Team 2010), based on the NICE (CG43 2006) obesity 
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health economic model, showed its effectiveness to be at 45% of a cohort of 1416 
attenders who attained a 5–10% weight loss.  This amount achieves both clinical 
and cost effectiveness (The Counterweight Project Team 2010) and, although the 
programme mentions the importance of social support, it does not elaborate on the 
elements of whom and how this support is provided such as peer support.  
Kwasacknia et al. (2016, p. 291) describe methods of improving weight loss 
outcomes by: “Reshaping the environment at individual, social and community 
levels … by providing social support and introducing social changes that are in line 
with positive health behaviour change maintenance”.  The next section explores 
how this statement has influenced the rationale for this thesis. 
1.6 The rationale for this thesis  
Most weight management interventions support weight loss and weight 
maintenance (Avenell et al. 2018), yet the prevalence of obesity and overweight 
has not decreased.  Research concludes that interventions designed to tackle the 
problem should contain a “sustained portfolio of initiatives” targeting all areas of an 
individual’s life to support their behaviour change to a less obesogenic lifestyle 
(Dobbs et al. 2014, p. 3).  This thesis looks at ways to expand the portfolio by 
creating additional support from non-professional areas, and the literature review 
(Chapter 2) supports some successful examples.  A non-professional, in this 
thesis, is defined as someone who has received no formal training to deliver 
lifestyle management.  Moreover, I have termed these non-professionals as those 
who offer ‘informal peer-led support’ because they have no formal role to help 
others lose weight.  I use the term ‘peer’ broadly, adopted from the WHO definition 
(2007, p. 13): “Peer support has been defined as support from a person who has 
experiential knowledge of a specific behaviour or stressor and similar 
characteristics as the target population”.  Offering peer support can benefit the 
recipient and is deemed to improve the peer’s own health; in addition, it may give 
the peer greater benefits than if they had not offered support (Mosack et al. 2013).  
The success of peer support appears to be associated with the provision of: social 
and emotional support; a link between professional support and the individual; and 
flexible support in their own environment (Patil et al. 2018).   
Regarding social and emotional support, building a trusting relationship can take 
time with someone new, such as their professional programme Lead.  They may 
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find them too physically dissimilar to their body shape to feel comfortable 
discussing weight issues, or they may have very different lifestyles (Russell et al. 
2013).  This lack of common ground may prevent realistic and achievable goal-
setting for effective behaviour change to occur.  Conversely, a client may already 
have trust, respect, and many similarities to their peer, facilitating favourable 
outcomes.  Aoun et al. (2013) suggest dietary behaviour change may be more 
achievable if support came from empathic peers within their existing networks.  
Chapter 3 outlines some examples of social and behaviour change theories that 
endorse the functions of peer support.  
The cascading of evidence-based knowledge would ensure that credible lifestyle 
messages and healthy lifestyle techniques are cascaded across social networks 
as opposed to information based on fads and fallacies that may cause more harm 
than good (Goldacre 2009).  Providing a link between professionals and 
individuals, clients, with their acquisition of new skills from the tier 2 programme, 
could cascade evidence-based knowledge and experiential learning as part of the 
support to peers outwith the programme.  
Offering flexible support in social environments and tailoring interventions to 
individual needs can lead to more effective outcomes (Ryan et al. 2015; Lang and 
Froelicher 2006; NICE CG43 2006).  Familiarity with location promotes contact for 
support (Russell et al. 2013) and the convenience of time and venue can negate 
the need to take time off work or make arrangements for family care (Tessaro et 
al. 2000).  Frequent contact, such as that between peers, promotes trust and 
credibility in a relationship to create an environment conducive to behaviour 
change.  Conversely, a decline in behaviour changes has been demonstrated 
when support provided by a professional-led programme, is withdrawn (Artinian et 
al. 2010).  In contrast to the setting for peer support, the formal weight 
management programme is set in an artificial environment: it occurs outwith meal 
times and far from the external obesogenic temptations of “frequent eating out, 
large portion sizes, and the commercial normalisation of routinely consuming high 
sugar, high fat snacks and sweetened drinks between meals” (Lean et al. 2018, p. 
2).  Although problem-solving examples can be discussed during the profession-
led programme, they may be distant from the real issues that many clients 
experience in the context of their everyday lives and changes can be difficult to 
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implement or maintain.  However, peer support may help to shift the culture of a 
social network so that healthy lifestyles become more normal than unhealthy ones, 
and a client’s healthy habits could be reinforced when their peers have them too 
(Christakis and Fowler 2007).  
NICE recommend further research into “additional support services, such as self-
help groups and networks” to improve “adherence, effectiveness and cost” of 
weight management interventions (NICE PH53 2014, p. 36).  Dobbs et al. (2014, 
p. 7) remark that, whilst research continues into solutions for obesity, “society 
should also be prepared to experiment with possible interventions”.  Pawson and 
Tilley (2010, p. 216) observe that: “Interventions are always embedded in a range 
of attitudinal, individual, institutional and societal processes and thus programme 
outcomes are generated by a range of macro and micro social forces”.  An 
understanding of these forces and the components that create or prevent an 
environment conducive to promoting peer-led weight drives this research purpose.   
This thesis explores the barriers and facilitators to peer support however, long 
term the aim is to develop an intervention that increases peer contacts for 
supportive weight management.  In parallel to this thesis, Avenell et al. (2018) 
have made a similar suggestion that weight management programmes could 
discuss with clients the best way to support their family and friends for similar 
health benefits.   
This section has focused on the rationale for this thesis and the next section 
follows on with the defined research purpose, its aims and questions, followed by 
an overview of the thesis in Section 1.8. 
1.7 Research Purpose, Aims and Questions 
The purpose of this thesis is to explore:  
“What interventions would be acceptable and feasible to support clients 
attending a structured weight management programme to help their peers 
achieve weight loss too?”  
This is based on the concept of clients cascading knowledge learned from 
attendance at a group weight management programme, and their own 
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experiences, to support those in their social network to make changes in weight 
management.  In addition, it explores whether the Lead practitioners of these 
programmes perceive this intervention could feasibly be introduced to their clients.  
Chapter 4 (Section 4.2) gives details of how the research aims and questions were 
informed by the gaps identified in the literature review (Chapter 2) and guided by 
the approaches and theories that promote peer-led support (Chapter 3).   
Research Aim 1: To find out whether clients perceive they have the capabilities, 
opportunities and motivation to offer or accept peer-led weight management 
support 
The following questions explore this research aim from the clients’ perspective: 
 What capabilities do clients have to offer an acceptable type of 
support?  
 What capabilities do clients have to offer this support in an acceptable 
way? 
 What opportunities are there for clients to effectively initiate or 
request support? 
 How motivated are clients to make an offer to or accept support as 
determined by the risks and benefits to them? 
Research Aim 2: To find out whether programme Leads perceive they have the 
capabilities, opportunities and motivation to help their clients in providing peer-led 
weight management support 
The following questions explore this second research aim from the Leads’ 
perspective: 
 What capabilities do Leads need to support the intervention? 
 When do Leads have a feasible opportunity to support the 
intervention? 
 What drives Leads motivation to support the intervention?  
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1.8 Overview of the thesis 
This chapter set the context for the research purpose of this thesis.  The 
prevalence and trends of adult obesity; the costs to health and the economy; the 
causes of obesity; the influence of the social environment; an overview of policy 
and recommendations for weight management pathways, including the present 
treatments and interventions, has provided a rationale for this thesis.  
Chapter 2 critiques the literature to identify examples of peer-led weight 
management support and the components that contribute to their failures and 
successes.  By identifying the gaps in our knowledge, the research aims and 
questions will begin to be developed.   
Chapter 3 provides details of the policies and theories that guide the intervention 
development with specific reference to those recommendations that support 
behaviour change.  This chapter concludes with further direction for the research 
aims and questions. 
Chapter 4 describes the methodology and methods used to explore the concept of 
peer support from the perspectives of the study Participants and the Lead 
practitioners, including the rationale and justification for the chosen methods to 
answer the fully developed research questions and aims.   
Chapters 5 and 6 present the findings of the data collection; while, in Chapter 7, 
these are collated to begin to build the intervention manual that supports fidelity, 
replication, and evaluation of the intervention.  
Chapter 8 discusses the perceptions of study Participants suggesting; a 
contribution to our understanding of peer support in weight management, a 
comparison to existing knowledge, and challenges some existing information.  The 
strengths and limitations of the study are raised and implications and 




Chapter 2: Literature review 
2.1 Introduction to the chapter 
This chapter provides a review of the literature on the components that promote 
successful peer support in weight management, and those that prevent it.  The 
approach and perspective reported in the relevant literature is critiqued and any 
similarities to the topic of this research or gaps in our knowledge are identified.  
The review of the literature has been ongoing throughout the thesis but no new 
information has emerged to change the direction of the research topic or 
questions.  The studies published since the initial exploratory literature search in 
2015 until the writing up of this thesis in December 2018 have been included in 
this chapter.  This cumulative information is used to assess the value of 
proceeding with the topic of enquiry, as well as to formulate the research aims and 
questions (Bruce 1994) and these are developed further and presented in Chapter 
3 and Chapter 4.  In the discussion chapter (8), the reviewed literature is 
compared with the findings of this thesis to establish any new emerging 
information and to explore any dissimilarities; thus building a synthesis of our 
knowledge of peer support in weight management.   
2.2 The focus of the review 
The concept of clients, attending a weight management programme, cascading 
knowledge in a supportive manner to their peers to influence behaviour change, 
has generated the topic for this research however the effects of any changes are 
beyond the scope of this thesis.   I have focused this review on the peer support 
that is acceptable as opposed to the processes of cascading knowledge on weight 
management to a peer. Wanting to add an extra component to weight 
management programmes by way of a more ‘natural’ and ‘informal’ method of 
peer support, I reviewed the research topic to investigate what is already known 
about peer support in weight management, to explore any patterns that make the 
support acceptable or unhelpful, to identify the gaps in our knowledge of the topic 
and to narrow the research questions.  The following section looks at the review 
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strategy used to locate the relevant literature and gives justification for the 
selection and omission of articles.   
2.3 Research strategy and included studies 
With the support of an experienced university librarian and university lecturer, a 
research strategy was developed.  Based on my professional experience of the 
research topic, a search question for finding the relevant literature was defined 
using three areas: Population (those receiving a weight management intervention 
focused on making lifestyle changes), Phenomenon of interest (the components 
that determine the success or failure of peer support in weight management), and 
Focus (peer support) (PPF).  Although the PICO and SPIDER guidelines (Cooke 
et al. 2012) were an option to define the search, I had considered these guidelines 
too specific for a literature review at the beginning of this thesis and the ‘PPF’ 
model allowed a wider scope of investigation of the literature.  The three parts to 
the search question and key words are listed in Appendix 2.1. 
The topic focus ‘peer support’ was termed differently in different practices 
(Hoddinott et al. 2006) and this led me to carry out a ‘mind-mapping exercise’ to 
establish the key words for a literature search.  The exercise was carried out 
manually and a visual diagram facilitated the many ideas that developed on peer 
support, such as terminology and roles played.  In addition, key words from 
existing studies relevant to this thesis topic were checked for further search term 
options. Social support was a common term mentioned in the literature and 
although this is an umbrella for care within a social network, the concept of support 
for this study is focused on one dimension of social support – peer support.   
Using the general yet broad three-part question (PPF), I searched the literature by 
multiple research methods, employing:  electronic databases; a traditional manual 
method of ‘trawling’ through hard copies of journals and articles; checking 
references and citations of relevant studies, and checking work by known 
researchers in the field.   
Criteria for inclusion into the search strategy (Table 2.1) enabled the collection of 
studies with weight management interventions based on lifestyle modifications 
similar to a tier 2 service: this is context of the thesis. 
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Table 2.1: Criteria for selection in literature review 
Inclusion Criteria Exclusion Criteria 
 Adults (16+ years) 
 Supported someone in making 
changes within their 
social/family/work network  
 Lifestyle intervention based on 
behaviour change strategies and/or 
cognitive behaviour techniques as 
recommended by national, 
evidence-based guidelines for 
weight management (SIGN 2010, 
NICE PH53 2014) 
 Programmes delivering weight 
management interventions as 
described above 
 All genders 
 Eating disorders 
 Serious mental illness that would 
prevent them from making dietary 
or physical changes conducive to 
intentional weight loss 
 Serious physical illness that would 
prevent them from making dietary 
or physical changes conducive to 
intentional weight loss 
 Serious disease that would 
promote unplanned weight loss, 
i.e., cachexia 
 Malnutrition  
 Severely restricted their dietary 
intake to follow a Very Low 
Calorie Diet (VLCD) 
 Used complementary therapies 
such as acupuncture to aid 
weight loss 
 Used medication to aid weight 
loss 
 Used a web-based weight 
management programme 
 The research involved a drug trial 
 Weight maintenance only 
interventions 
 
Through carrying out a literature search, I wanted to learn how peer support 
influenced weight loss, but my research purpose was not focused on the effects of 
peer support itself or the mechanism of cascading information to peers; it was 
focused on the attributes that make the concept more acceptable and feasible.   
Studies taking place within the last 40 years (1978 to 2018) were included 
because peer support and peer relationships are not a new topic, and because 
obesity has been a problem for at least that period of time (Chapter 1).  
Justification for inclusion in the search strategy was governed and limited by: 
‘English Language, Peer Reviewed, Human, and All Adult age groups’.  The 
rationale for using these limitations was to gather information similar to the 
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population to the clients at the weight management programme in this thesis, and 
for being peer-reviewed to ensure accuracy and consensus of opinion.  The 
search approaches are discussed in detail in the following sections and include the 
justification for the methods used.  
2.3.1 Electronic databases 
Using the key words (Appendix 2.1), three electronic databases were searched: 
CINAHL (Full text), MEDLINE and PsychINFO. The choice of databases were 
chosen from their specialty description accessed online, and given by the librarian 
specialist.  CINAHL and MEDLINE are health and social care-based databases 
including research by allied health professionals (these include dietitians) and their 
stored articles contain a large number of weight management and lifestyle studies.  
PsychINFO was chosen for its articles on behavioural and social sciences and had 
a wide selection of articles were connected with behaviour change and the support 
that individuals value.   
2.3.2 A search of additional material 
The electronic search identified the most articles for screening (Figure 2.1) but 
other methods were also used.  A manual check was made of references from the 
identified and included studies, and citations of these articles were searched using 
the Google Scholar search engine.  Key topical journals and other papers written 
by the included study authors were also checked.  In addition, where authors had 
mentioned ongoing research, a request was made to them asking for reports of 
any unpublished, recent work or follow ups in progress. 
Altogether, the search identified 198 studies, and these are presented in Figure 
2.1 using the PRISMA (Moher et al. 2009) template.  Having located the relevant 
literature, the next stage of the review process involved reading the studies and 
identifying their relevance to the topic and evaluating the gathered material for 



































Figure 2.1: Flow Diagram of review search process (PRISMA, Moher et al. 2009) 
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2.3.3 Literature selection and organisation process 
After duplicates were removed, the articles were manually screened against the 
inclusion and exclusion criteria (Table 2.1) and, of these, 157 were excluded.  The 
remaining 41 full text articles were examined for relevance to the research area of 
peer support, and behaviour changes for weight management and, of these, a 
further two were excluded as they were young family interventions.  The remaining 
39 studies were critically appraised for quality and specific relevance to the focus 
of the thesis using the ‘Critical Appraisal Skills Programme’ (CASP) checklists for 
both qualitative and quantitative studies (CASP Advisory Group 2012).  Three of 
these studies were excluded due to the quality of their reporting or unclear findings 
(Figure 2.1).  The remaining studies were summarised (Appendix 2.2) and then 
further explored to establish the context of peer support and its value and 
acceptance to the recipient (Appendix 2.3); Section 2.3.4 provides an overview of 
these studies for comparison to the setting of this thesis.  
2.3.4 Overview of the studies in the literature research 
The 36 studies in this literature review were searched to identify the barriers and 
facilitators to offering and accepting peer support.  From the summarised studies 
(Appendix 2.2), it was possible to identify the four main themes of peer 
involvement emerging from the literature (Table 2.2). 
Table 2.2: Themes of peer involvement 
Section     Identified themes 
2.4 The identity of supportive peers  
2.5 The attributes of peers that were perceived to be helpful  
2.6 The roles that peers play  
2.7. The opportunity for peers to offer and accept support  
 
Peer support was a widely used term within the literature and sometimes it was 
included under the umbrella of social support.   Table 2.3 illustrates two identified 
terms and their sub-categories.  Regarding the first category, the source of 
support, peers were tasked with giving explicit support in a formal role through a 
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structured programme or specifically within the workplace.  Conversely, some 
peers had an informal role within their social environment: they had a shared 
commonality but had no formal position to act as a supporter.   For the intervention 
development in this thesis, it is proposed that the peer has an implicit and informal 
role to support someone they know when they recognize there is an opportunity to 
do so. 
 
Table 2.3: The various contexts of peer support 
1. Source of peer support 
 
Formal peer offering support through a formal, structured programme (outwith 
their workplace) 
 
Formal peer offering support through a formal, structured programme (within 
their workplace)  
 
Informal peer offering opportunistic support in their social environment such 
as home, church 
2. Description of peer role and their training 
Joint weight management intervention, no peer support training:  
The targeted individual and their peer supporter both receive a professional 
weight management intervention but no specific training on how to offer peer 
support 
Single weight management intervention and peer is trained to support:  
The targeted individual receives a professional weight management 
intervention and their peer supporter receives professional education/training 
on how to offer support  
Single weight management intervention and peer is not trained to 
support:  
The targeted individual receives a professional weight management 
intervention and their peer supporter gives support without education or 
training on how to do so 
 
In the second category, concerning their role description and training to offer 
support to a targeted individual receiving a weight management intervention, peers 
in some studies were involved in actively participating in the intervention too.  
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Members of this dyad received the same input, but the emphasis was about losing 
weight, not about giving support.  Other peers were given a specific intervention 
on ‘how to support’ so that they could support their peer who was receiving a 
weight management intervention.  Of the six studies focusing on trained peer 
support (Albarran et al. 2014; Aoun et al. 2013; McLean et al. 2003; Tessaro et al. 
2000; Larkey et al. 1999; Israel and Saccone 1979), none made clear the contents 
of their interventions, such as whether these peers were trained to give 
informational or emotional support (Hoddinott et al. 2006); this also prevented 
replication of the intervention.  The final peer role was one without any guidance, 
and gave untrained support to someone they knew who was trying to lose weight 
through a weight management intervention.  This peer would not have received 
any intervention on weight management or on giving support; they would give 
support by comment or demonstration.   
The concept for this thesis  differs from much of the literature in that the proposed 
intervention will involve a client at a weight management programme offering 
support to a peer outwith the programme rather than the client’s peer supporting 
the client.  There is an additional phenomenon of reciprocal two way peer support: 
whereas the client may offer support based on their learning from the weight 
management programme and experiences, in return their peer may offer them 
support based solely on their own experiences.  The literature had very little 
relevance to the proposed direction of support in this thesis; only three papers 
discussed the peer support that took place via a cascade effect from clients 
attending a weight management programme (Scherr et al. 2013; Rossini et al. 
2011; Gorin et al. 2008).  The limitations of the search strategy meant that all peer 
support intervention may not have been identified.  A wider search strategy was 
beyond the resources available for conducting the review for this thesis. However, 
there were many studies looking at the value of peer support and its acceptability 
and usefulness. The value of peer support is summarised in each study from the 
literature review based on the source of peer support and their role (Appendix 2.3).  
The quantitative studies measured the effectiveness of peer support by weight 
loss and some also included outcomes on weight maintenance, completion of 
weight management programmes, and positive behaviour changes, including diet 
and exercise: achieving these determined the peer support as valuable.  The 
qualitative studies looked at study participants’ perceptions of the barriers and 
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facilitators to losing weight based on their interactions with those around them and 
they were the ones to place a value on the peer support they received (this is 
discussed in more detail in Section 2.6). 
The following four sections present an exploration and discussion of the four 
identified themes, and, bringing these together in a summary at the end of the 
chapter will form a synthesis of the existing literature on peer support to guide the 
research aims. 
2.4 The identity of supportive peers  
The literature review highlighted a recurring support resource from within the 
family, especially spouse involvement, but weight loss outcomes were variable 
within these quantitative studies  (Aschbrenner et al. 2017; Terranova et al. 2017; 
Cornelius et al. 2016; Jackson et al. 2015; Demark-Wahnefried et al. 2014; Gorin 
et al. 2014; MacLean et al. 2014; Sorkin et al. 2014; Scherr et al. 2013; Rossini et 
al. 2011; Rydén et al. 2011; Gorin et al. 2008; Christakis et al. 2007; Gorin et al. 
2005; McLean et al. 2003; Burke et al. 2002).  
The descriptive, systematic review of randomised studies conducted by McLean et 
al. (2003) found that, because the research focused on different interventions, 
used small sample sizes and no standardised measurement criteria, it was difficult 
to get a consensus on who in the family were supportive to their peers.  Sorkin et 
al. (2014) and Demark-Wahnefried et al. (2014) discuss the positive outcomes 
from their studies involving mothers and daughters in weight loss peer support, but 
both studies felt their research was limited by this specific relationship and 
recommended further exploration with different dyad relationships.  
Rossini et al. (2011) reported on their longitudinal research of almost 500 adult 
family members whose overweight or obese relative received Cognitive Behaviour 
Therapy (CBT) for weight management.  The weight loss of the relative closely 
correlated with weight loss in the obese family members, who ranged by gender, 
generation and relationship.  However, the researchers identified a possible 
limitation of their study; the benefit may have been over-estimated due to the low 
rate of returned questionnaires (46%) which may have been returned by the more 
motivated family members.  This paper identified family weight loss as being 
30 
 
‘unintentional’ and benefiting from a passive ripple effect of good behaviours 
learned by the obese member.  
This ripple effect to family members, especially spouses, was reported in two 
further studies, conducted by Gorin et al. (2008) and Scherr et al. (2013).  Both of 
these looked specifically at spouse involvement and reported findings of positive 
outcomes: there was combined weight loss from both spouses after they had 
jointly participated in a weight management programme and these effects 
continued over a 12-month period.  In addition to that observed in the treated 
couple, both studies reported a ripple effect of beneficial behaviour change in the 
non-treated intervention arm transferring from spouses attending a weight 
management programme to the spouses who did not attend.  However, neither 
studies were able to give an insight into the family dynamics that affect weight loss 
or the mechanisms to explain the benefits.  
Conversely, Cornelius (2016) demonstrated variable outcomes of peer support, 
highlighting that family (but particularly spouses) could not always be identified as 
supportive peers, especially when there were differences in gender or weight 
within the dyad.  They described fewer changes made by the lighter weight spouse 
when both attended a weight management programme unless the lighter spouse 
was male.  The researchers were unable to present any perceptions from the 
participants on the reasons and gave their own suppositions that this may be 
related to ‘Social Comparison theory’ and that having a heavy partner made 
obesity acceptable.  Gorin et al. (2013) described similar results of variable 
outcomes in their study involving two household members of different genders, but 
Gorin et al. (2014) proposed that outcomes were variable, not necessarily because 
of a specific family or gender identity, but because of the type of support that that 
family member offered.   
The following qualitative papers (Ahlgren et al. 2016; Terranova et al. 2017; 
Hammarström et al. 2014; MacLean et al. 2014; Rydén et al. 2011; Thomas et al. 
2009) describe the negative effects of regular family involvement.  These give us a 
deeper understanding of weight loss obstruction resulting from: resistance to 
change, undermining changes, offensive or hurtful comments made about their 
obesity, spouses not providing healthy meals, spouses finding they had to cater to 
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their family’s preferences, and spouses finding slim partners not as empathic as 
they would like.  In these studies, peer support was given in an informal manner 
without any training on support actions.  
Having looked at the positive and negative outcomes of family support, I now 
explore that which occurs outside the family.  In these studies, friends have been 
identified as supportive, and a valuable outcome was discovered when recruiting 
them with participants of a weight management programme (Wing and Jeffery 
1999; Gorin et al. 2005).  The methodology for both was quantitative, and carried 
out on 166 and 109 participants, respectively, and, in each study, they were given 
an opportunity to invite three (Wing and Jeffery 1999), or up to three, friends or 
family members (Gorin et al. 2005) to attend treatment with them.  Wing and 
Jeffery (2005) discovered that, in the behavioural change group, which specifically 
encouraged participants to engage with others, there was no increased weight 
loss in participants recruited with friends compared to those who enrolled alone.  
However, the four-month programme completion rate was greater for the friends 
group (97% versus 75%) and 10% weight loss was maintained for longer (66% 
versus 24% at 10 months’ follow-up).  Gorin et al. (2005) proposed that more 
support partners correlated to more weight loss.  Their results showed that 
numbers of support partners, who mainly consisted of friends, neighbours and co-
workers (65.5%) and just 17% spouses and 13% other family members, was not 
related to weight loss.  Instead, participants’ weight loss correlated with the weight 
loss success of their partners.  These studies reflect the importance of peer 
support to improve adherence to behaviour change interventions but give no 
detailed information on the identity of the peer best placed to give that support.  
The workplace has been evidenced as a location to find peers giving lifestyle 
intervention support to fellow workers (Larkey et al. 1999; Tessaro et al. 1998; 
Tessaro et al. 2000).  In these three studies, the researchers recruited peer 
advisors from the workforce who were perceived as being supportive, both by 
themselves and co-workers.  They received education and training to deliver the 
intervention, and focus group discussions highlighted the successful diffusion of 
healthy messages from these peer advisors within the workplace.  This diffusion, 
however, was not thought by the researchers to be specific to the identity of the 
peer but to their communication techniques. 
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Overall, the literature does not identify a specific peer or number of them, as being 
the most effective source of support in a weight management intervention: instead, 
the review highlights that effectiveness is created by those peers who 
communicate in a manner conducive to encouraging behaviour change.  Further 
research is needed to obtain an understanding of those who peers would offer 
support to and who peers would accept support from. 
2.5 The attributes of peers that are perceived to be helpful  
Finding a peer with the characteristics that recipients perceive as supportive, could 
make a difference to the acceptability and therefore outcome of their interaction, 
and the following literature findings illustrate information around these preferred 
attributes.   
Artinian et al. (2012), in their systematic review of randomised controlled trials 
(RCTs) and meta-analyses, concluded that supportive peers are caring and 
trusted members of communities, sharing similar values, and beliefs.  Although 
their 74 reviewed studies of over nearly 47,000 participants showed great variation 
in population samples by culture and socioeconomic status, there was a 
commonality in the attributes perceived as being most supportive: these findings 
are consistent with other literature (Aschbrenner et al. 2017; Albarran et al. 2014; 
Gorin et al. 2014; MacLean et al. 2014; Sorkin et al. 2014; Russell et al. 2013; 
Thomas et al. 2009; Gorin et al. 2005).   
Thomas et al. (2009) and Albarran et al. (2014) investigated two American cultures 
and their support preferences.  Thomas et al. (2009) used a qualitative enquiry to 
investigate the preferences of a group of obese African American women for 
weight loss support.  Focus group discussions provided an insight into their 
preferences, which were not for peers from a similar culture and background to 
them, but instead, from a caring, empathic, weight loss achiever.  A comparable, 
more recent study by Albarran et al. (2014) used qualitative data from both 
individual interviews and focus groups to create a theory around the success of lay 
health promoters in a lifestyle intervention programme.  In agreement with the 
Thomas et al. (2009) study, the immigrant ‘Latina’ participants, felt the health 
promoters’ modelling of healthy behaviours and genuine praise were the reasons 
for their own successful behaviour changes.  Russell et al. (2013) investigated the 
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support preferences of an under-privileged group attending a lifestyle intervention 
programme.  Their findings agreed with those of the previous studies that credible 
role modelling and sincerity enhanced participants’ motivation and created a self-
determination to achieve goals.  Similarly, other studies (Aschbrenner et al. 2017; 
Gorin et al. 2014; Sorkin et al. 2014; Rydén et al. 2011) described their 
participants disliking autocratic persuasion from peers, such as being told what to 
do, and preferred attributes that were praising in their actions as opposed to those 
that undermined their behaviour. 
Of the three reviewed studies researched in the UK (Jackson et al. 2015; Maitland 
and Chalmers 2011; MacLean et al. 2014), only the latter two are set within the 
cultures of the Scottish population, the same population as the context for this 
thesis.  Cultures are variable according to common ancestry and tradition (Bush et 
al. 1998), but both Scottish studies identified similarities to the studies set in 
America and Scandinavia.  These similarities highlighted that peer support does 
not have to be tailored to a specific population to be efficacious, but instead should 
be based on the preferred qualities of those receiving support.  Maitland and 
Chalmers (2011, p. 321) described support as: “widely varied and heavily 
contextually dependent”.  MacLean et al. (2014) reported that the Scottish men in 
their football club weight management programme looked for attributes in their 
peers of: “showing interest, providing encouragement and/or changing their 
behaviours in ways which would make it easier for men to sustain changes” (2014, 
p. 131).  These demonstrations of empathy and encouragement would appear to 
increase motivation to lose or maintain weight (Rydén 2011).   
This review of the literature has provided information on the desirable attributes 
that appear to be shared by many cultures, countries and genders; attributes such 
as empathy, praise, credibility through demonstration of behaviour changes and 
encouragement but not coercion or autocratic persuasion.  These attributes 
appear to make offering and receiving support acceptable and valuable.  To 
further our understanding of peer support, in the next section, I review the roles 
that peers play and the types of support they offer.   
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2.6 The roles that peers play  
Verheijden et al. (2005), in their systematic review on the role of peer support, 
suggest that different roles are played by peers according to the type of support 
they offer.  They identified ‘structural support’ as ‘opportunities for support’ such as 
those that occur within the structure of the recipients’ social network regardless of 
“the actual exchange of support” (Verheijden et al. 2005, p. 179).  However, this 
may not be taken up and utilised by the recipient.  On the other hand, the role of 
the peer providing the support that the recipient perceives he needs at that 
particular time is termed as ‘functional support’ and is more likely to have an 
impact on the recipient’s behaviour (Verheijden et al. 2005).  Although informative 
in essence, the literature review did not specify details on study participants’ 
perceptions on ‘the right time’, such as the cues they give to indicate this, or how it 
could be identified by their peers.  Marcoux et al. (1990) examined the support 
participants receive that promote weight loss changes. Participants felt that 
receiving informal peer support was variable in its value.  Neighbours and friends 
played the most valuable role in this study because they spontaneously praised 
participants’ efforts to make changes: conversely, participants described how 
spouses interfered with successful weight loss.  Marcoux et al. (1990) concluded 
that training spouses and family on methods to communicate would enhance the 
support they give within the family home, however, the quantitative nature of their 
research (using structured questionnaires distributed to 26 participants) limited the 
preciseness of this recommendation. 
Burke et al. (2002) used a mixed-methods design to measure changes in diet and 
weight, and explored couples’ perceptions of the support they received informally 
from each other when both participated in a weight management programme.  The 
targeted individual perceived their successful weight loss was due to their 
partner’s active support of taking part in the programme, giving them new skills to 
support the individual in behaviour change at home.  
A formal peer role was given to a group of volunteers at local Rotary clubs and 
they were trained as ‘Champions’ to lead support in a study by Aoun et al. (2013).  
The 93 champions had no formal experience as peers, but were trained to provide 
a weight management intervention based on dietary knowledge and behaviour 
change skills to their associates.  Aoun et al. (2013) trained their champions to 
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motivate peers using Prochaska’s Transtheoretical Model (Prochaska et al. 2013, 
Greene et al. 1999, Prochaska et al. 1992).  Using this theoretical model, the 
champion was able to provide the recipients with the support they were ready to 
accept and move them through to the next stage of change (Greene et al. 1999).  
This weight management intervention (Aoun et al. 2013) was successful and, 
through the role the champion played, they motivated an average 58% (range 
23.8% to 91.6%) of their associate Rotarians to lose weight.  Overall, the 52 clubs 
(1100 participants) achieved an average 1.07% reduction in BMI (p=.005).   
In summary, recipients valued the support from a peer who had received some 
instruction on how to offer support; all of these peers had a formal role (Appendix 
2.3).  Those peers who had informal peer roles with no instruction on how to offer 
support were more likely to be perceived as not a valuable support, and, in many 
of these studies, they were described as not offering ‘functional’ support (one that 
peers want).  Although these studies illustrated some information of peer support, 
there were no studies of peers with informal roles receiving some guidance on 
how best to offer support, which is the context within which this thesis is set.  In 
addition, there was no description on whether joint peer attenders of interventions 
received instruction on how to support, and for peers who had received instruction 
on how to support, there was insufficient description to replicate the intervention.  
Knowing more about these gaps could increase our understanding of acceptable 
peer support. 
This section reported on the studies that outlined the roles of peer supporters and 
the way in which they offered support to promote effective outcomes of weight 
loss.  Sharing the same goals and activities, and being praised for achievements 
when they were ready to make changes, were valued support as perceived by 
study participants.  Furthermore, functional support, as discussed in Verheijden et 
al. (2005), is identified as a key role because it is appropriate for the recipient’s 
needs, and it will therefore have a better chance of being accepted and used 
(Aoun et al. 2013).  Information about functional support and the times when it is 
acceptable would increase the value of peer support and its efficacy.  The next 
section looks at the opportunities for valuable support to be offered and accepted. 
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2.7 The opportunity for peers and recipients to work together  
Faw (2014) explored what opportunities there were to instigate an acceptable offer 
or request for peer support using individual in-depth interviews with 25 participants 
at an American university.  By grounded theory methods (Glaser 1978; Glaser et 
al. 1967), she discovered a theme of support strategies based on direct and 
indirect requests.  The most successful strategy (but still limited in success) to gain 
peer support was perceived to be “co-engagement” (Faw 2014, p. 271), a method 
to build cohesion and harmony.  Co-engagement was achieved by peers 
suggesting they jointly participate in a goal, thus negating the need to ask directly 
for support.  In a similar context to the setting of this thesis, Bishop et al. (2013) 
looked at opportunities for peers to support those in their social environment from 
the point of view of the peer.  By using mixed methods to collect data, the 
researchers investigated retrospectively whether health benefits were passed from 
71 weight management programme participants to untreated members of their 
social circle.  In contrast to my thesis proposal, the participants in Bishop et al. 
(2013) were not specifically encouraged to cascade their knowledge and skills to 
their peers.  The outcome data showed increases in positive changes by members 
in the peers’ social circle, perceived by the peers to be due to unintentional 
modelling of healthy habits inspiring their social circle to make changes.  Bishop et 
al. (2013) reported that peer support relied on the programme participants 
demonstrating their new changes, which appeared to prompt and motivate the 
recipient in their social environment to make changes too.   
These two studies highlighted that indirect requests for support were preferable to 
direct requests, and acting as a role model or being inclusive in activities were 
deemed as being effective for offering and accepting support, and increased the 
recipient’s motivation to make changes.  However, the researchers did not 
investigate intentional demonstration of healthy changes or whether peers 
ascertained a ‘right time’ to demonstrate their changes. 
2.8 Summary of findings from the literature review 
From the literature review, we can build a synthesis of the present knowledge 
around peer support in weight management interventions.  This synthesis includes 
peers with informal or formal roles, those jointly receiving a weight management 
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intervention with their peers, and those peers receiving or not receiving instruction 
on how best to offer support.  Overall, the literature focused on outcomes of 
lifestyle changes, such as weight loss or increased exercise, and only a few 
produced findings on what influenced these outcomes.  The literature review has 
identified that most peer support is informal and offered without instruction on how 
to do so: the potential of this role is a more easily sustainable form of support – the 
peers require no training.  However, their success rate as valuable and acceptable 
support is low.  Table 2.4 summarises the key points and identified gaps from the 
literature review. 
Table 2.4: Key points and identified gaps from the literature review 
Key point 1  A common theme emerges around the preferred attributes of peers 
that lead to acceptable support and these emphasise that having a 
shared culture; race; or gender, was not as important as sharing 
values and beliefs.  Appropriate communication skills, qualities of 
empathy, offering support such as appraisal were more important and 
encouraged individuals to make changes.   
Identified 
gap 
Further research would provide information on the preferred types of 
support that encouraged weight loss behaviour change  
Key point 2 The identity or optimum numbers of supportive peers does not 
specifically make peer support more effective: support can be 
acceptable from within all areas of the social environment.  
Effectiveness is created by those peers that communicate in a 
manner conducive to encouraging behaviour change and offering 
positive appraisal: the review findings suggest teaching peers 
supportive vocabulary and techniques. 
Identified 
gap 
Further research is needed to obtain an understanding of those who 
peers could offer support to and who they could accept support from.  
In addition, knowing about the preferred manner of offering support 
may make the support offer more acceptable. 
Key point 3 The roles that peers play and the support they give are variable, but 
sharing the same goals and activities, and being praised for their 
achievements when they were ready to make changes were clearly 
preferable and increased uptake of peer support.  Functional support 
was identified as a key role for this uptake, which implied peers 
received the support they wanted when they needed it.  Trained 
peers gave valued support outcomes but there was a paucity of 
literature on the content of their training.  A majority of the studies 
had variable outcomes for support from untrained peers and the 
researchers were only able to hypothesise reasons for these. 
Identified 
gap 
Support offered by a peer who is trained to do so had mainly positive 
outcomes.  Knowing about the content of the training could support 
an acceptable peer-led intervention.  Regarding an ‘informal ‘support 
role, there is a gap in our knowledge around improving the 
acceptability of this. 
38 
 
Key point 4 The capability, opportunity and motivation, for peers to informally 
offer support by way of a procedure to initiate peer engagement was 
not clear in the majority of the reviewed studies.  Two mentioned 
approaches achieved some effective interaction.   
Identified 
gap 
To achieve the more effective functional peer support that occurs 
when peers are ready to make changes would require further 
research into the signs that recipients show when ready to receive 
support.  Learning more about the timing and content of this could 
motivate peers to offer support. 
 
These identified gaps are around the barriers and facilitators that influence the 
offer of acceptable peer support from an individual who has no formal role to offer 
support, yet receives some knowledge and instruction on how to do so.  The gaps 
have provided justification for further research into this area for this thesis (Bruce 
1998).  These are refined as:   
 What support could peers offer that is acceptable?  
 How do peers want to offer and request support? 
 Who would offer or accept support?  
 What are the benefits and risks to peers when they offer or accept 
support from each other? 
In this chapter, I reviewed the literature for information around acceptable peer 
support in weight management.  In Chapter 3, I examine the key approaches that 
guide the development of this peer support intervention and, together with the 
summarised and refined gaps from this literature review, research questions and 




Chapter 3: The key approaches that 
guide the intervention development 
3.1 Introduction to the chapter 
In Chapter 2, I identified from the literature the potential for an ‘informal peer-led 
support’ intervention.  Aiming to implement it within a tier 2 weight management 
programme would require behaviour changes by both the clients attending the 
programmes as well as the Leads who facilitate them.  In this chapter, I will 
provide an overview of the key approaches that informed the design of this 
behaviour change intervention and will demonstrate how these influenced the 
development of the research questions. 
In their ‘Framework for the development and evaluation of complex interventions’ 
(Moore et al. 2015, Craig et al. 2008), the Medical Research Council (MRC) stress 
the importance of following an evidence and theoretical base in the design and 
development of an intervention.  Cited as a gold standard in the literature, I used 
this framework and its recommendations as an overarching guide to address the 
research purpose discussed in chapter one.  I had anticipated that the proposed 
intervention of this thesis would be complex: it not only depends upon behaviour 
changes affected by “multiple, interacting components” (Moore et al. 2015, p. 1), 
but also requires tailoring to support clients in the different contexts that occur 
within their peer relationships.  These contexts are affected by; the different 
networks, their size and hierarchies, the strength of the bonds between the 
members, and their influence on each other (Hunter et al. 2017).  A simple 
intervention, where specific activities happen in a specific order or time, could not 
accommodate the complexities of the social environment in which peer support 
exists. 
Following the recommendations by the MRC (Craig et al. 2008) framework, in this 
study, Michie et al. (2014) provide the theoretical base in the shape of the 
Behaviour Change Wheel (BCW) with the COM-B model at its hub.  The BCW is a 
framework for designing interventions (Michie et al. 2014) and the part of this 
framework that targets and guides analysis of behaviour change is the COM-B. 
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The COM-B refers to the key components of behaviour change: the capability, 
opportunity and motivation to carry out the new behaviours (Michie et al. 2014).  
The BCW provides the integration of behavioural change theory into the practice 
of behaviour change interventions, and its use to complement the MRC framework 
is evidenced as effective (McEvoy et al. 2018; Murphy et al. 2017; Webb et al. 
2016; Sinnott et al. 2015).  Linking these approaches is the following ‘logic model’ 
(Figure 3.1).  
 
Figure 3.1: The logic model that guides the intervention design and development 
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This logical and visual model (Davidoff et al. 2015; Goeschel et al. 2012) illustrates 
the process that guides the researcher from the research purpose, through the 
theories and guidelines and, together with the formative research data, develops 
the proposed intervention.  Moore et al. (2015) highlight the usefulness of these 
models for identifying potential problems and clarifying the proposed intervention 
process for the researcher and also for stakeholders or supervisors.   
Beginning with the overarching guide of the MRC framework (Craig 2008), the 
next section looks at its importance and relevance to this intervention development 
3.2  Medical Research Council (MRC) ‘Framework for the development and 
evaluation of complex interventions’ (Craig et al. 2008) 
This framework, written to guide interventions that improve health, outlines four 
stages: Development, Feasibility and Piloting, Evaluation, and Implementation 
(Craig et al. 2008).  Iterating that while ‘development’ is a lengthy process, the 
authors recommend investing research into this stage to create good foundations 
for the rest of the intervention.  The development process should reach “the point 
where it can reasonably be expected to have a worthwhile effect” (Craig et al. 
2008:9) and, to do this, the guidelines recommend these three phases: Identifying 
the evidence base, Identifying/developing theory, and Modelling process and 
outcomes.  Within the confines of a doctorate study, I will develop an intervention 
following the first two phases only:  existing evidence and theory will be combined 
with new data from the perspective of the stakeholder (clients and Lead 
practitioners at a weight management programme). 
3.2.1 Identifying the evidence base 
In Chapter 1, I highlighted the problem of obesity both on a national and individual 
level, and explained the rationale for a potential innovative resource of peer 
support to reduce obesity levels. In Chapter 2, I reviewed the literature for the 
evidence base on peer support in weight management and identified mixed 
outcomes.  This literature review identified not only the behaviours that promote 
and prevent successful peer-led support, but also the gaps in our knowledge on 




3.2.2 Identifying/developing theory 
The MRC recommendation to identify appropriate theories to support the 
development of the intervention enables new theory to be synthesised from the 
outcomes, regardless of their success during the evaluation stage (McEvoy et al. 
2018).  The MRC framework (Craig et al. 2008) does not give advice on the 
processes of intervention development itself, however, NICE PH49 (2014) suggest 
the use of the Behaviour Change Wheel (BCW) model (Michie et al. 2014) to build 
these stages. Because of its systematic approach, the BCW can guide the 
identification, as well as explaining the mechanism, of those behavioural 
components that promote or prevent change.  The authors of this model describe 
the BCW as putting “flesh on the bones” of the MRC recommendations (Atkins and 
Michie 2015, p. 2).  In the following section, I will look at the rationale for choosing 
the BCW model as an approach for the design and development of this research 
intervention followed by a description of the BCW stages in relation to the 
intervention build. 
3.3 Behaviour Change Wheel (BCW) including COM-B (Michie et al. 2014) 
I have chosen the BCW for guiding the design and development of my research 
intervention because it supports: “a thorough assessment of the appropriate 
behavioural target(s), what it would take to achieve change in these and how best 
to implement this” (Michie et al. 2014, p. 14).  For this study, this model guides the 
potential process of cascading knowledge from clients at a weight management 
programme with the goal of offering support to those within their social network.  
Post-doctorate, if the intervention proves to be effective (as measured by weight 
loss or maintenance), the model’s detailed process would enable us to know what 
those specific and effective components were.  This model not only supports 
replication of the intervention but also proposes a framework to synthesise new 
theory.  Michie et al. (2014) base their principles of action on a collation of 19 
frameworks of behaviour, identified through a systematic literature review of 
frameworks for behaviour change interventions (Michie et al. 2011).  Their addition 
of three further criteria – comprehensiveness, coherence and links to models of 
behaviour – gives the BCW an advantage over other frameworks (Michie et al. 
2014).  At the centre of the BCW is the COM-B model, a credible template 
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founded on psychological theories yet a simple process for non-psychologists.  
Image 3.1 illustrates the three layers of the BCW including the COM-B.  
 
Figure 3.2: The Behaviour Change Wheel (BCW) 
Copyright © Susan Michie, Lou Atkins and Robert West 2014: permission to use this image has 
been obtained 
COM-B lies in the green ‘hub’ of the BCW and is central to establishing the 
barriers and facilitators that impact on the desired behaviour change, which, in this 
thesis, is to intervene with peer support (Michie et al. 2014; NICE PH49 2014).  
This hub guides the first four stages of a behavioural intervention design (Michie et 
al. 2014), and Table 3.1 presents a visual plan that summarises these in relation to 
the research purpose.  The table includes the remainder of the eight stages of the 
BCW and illustrates how this model meets the recommendations in ‘Development’, 
stage 1 of the MRC framework (Craig et al. 2008).  Section 3.3.1 supports the 




Table 3.1: Providing a theoretical base for the Development stage of the MRC (Craig et al. 2008) through the BCW model (Michie et al. 2014) 
 




The 8 steps of the Behaviour Change 
Wheel 
 
The 3 stages of the Behaviour Change Wheel 
Understanding and identifying the intervention 
options in relation to the research purpose of this 
thesis 




1. Define the problem in behavioural terms. 
What problem are you trying to solve? 
Stage 1: Understand the behaviour 
To reduce the prevalence of obesity and overweight 
To encourage clients of a weight management 
programme to cascade their lifestyle knowledge and 
behaviour skills by interaction with their peers  
By training the Leads at a weight management 
programme to raise the topic of peer support with their 
clients, to introduce a discussion on the acceptable 
ways to offer this to their peers 
 
The capability, opportunity and motivation for clients to 
offer acceptable peer support within their social network, 
and the capability, opportunity and motivation for Leads 
to feasibly raise the topic and introduce the discussion 
within a weight management programme 
2. Select the target behaviour  
What behaviour are you trying to change? 
3. Specify the target behaviour 




4. Identify what needs to change  






 5. Identify intervention functions  
What types of intervention are likely to 
bring about the desired change? 
 
Stage 2: Identify intervention options  
Consider: education, persuasion, incentivisation, 




6. Identify policy categories  
What policy categories would support the 
functions of the intervention? 
3. Modelling process 
and outcomes 
7. Identify behavioural change techniques  
 
What should be the specific intervention 
content?   
 
 
Stage 3: Identify content and implementation 
options 
These should be listed in specific terms, detail and 
context for replication such as TIDieR, a checklist that 
prompts these details 
 
Mode of delivery using APEASE criteria: (affordability, 
practicability, effectiveness, acceptability, safety, equity) 
8. Identify Mode of delivery 
 
How should it be implemented? 
 
 
Legend:               COM-B, sources of behaviour.              Intervention functions.             Policy categories.            Intervention 
content/delivery





3.3.1 Using the BCW as a process for following MRC recommendations in the 
research intervention development 
To meet the requirements of ‘identifying the evidence base’ (Craig et al. 2008) 
(Section 3.2.1), I followed steps 1–3  of the BCW (Michie et al. 2014), and 
explored the problem of obesity from a clinician’s, client’s and national point of 
view, and considered an innovative method to reduce the disease.   
To carry out ‘identifying and developing theory’ (Craig et al. 2008), I followed step 
4 of the BCW to identify what components should be present for informal peer-led 
support.  Michie et al. (2014) advise that, rather than using the theoretical COM-B 
model alone, this area should also be explored realistically.  Chapter 4 discusses 
the methodology used to explore the perceptions of the Participants and the Leads 
around the components that act as barriers or facilitators, respectively, to; offering 
peer support, or raising the topic within a weight management programme.   
The first component of the theoretical COM-B model is ‘capability’, and Michie et 
al. (2014, p. 59) divide this skill “heuristically into two types … either physical 
(having the physical skills, strength or stamina) to perform the behaviour or 
psychological (having the knowledge, psychological skills, strength or stamina) to 
perform the behaviour”.  The capability to offer weight management support to 
their peers is defined for this study as both the skills that clients have, such as 
offering to share a healthy lunch with their friend, and also the ability to reflect on 
the impact of offering these skills.  For Leads, they may not only require the skills 
and knowledge to talk about the benefits and risks of peer support, but also the 
ability to consider whether the client is ready to hear about these.  
Regarding the second component – opportunity – Michie et al. (2014) also divide 
this by two definitions: the physical opportunity to help others as allowed by their 
availability and situation; and secondly, the social opportunity as allowed by their 
culture and relationships.  For this study, physical opportunity for the Participants 
takes place within their social network such as home or work; for the Leads, this 
would take place at the weight management programme.  Social opportunity is 
interpreted as the opportunity created when the Participant offers or accepts 





this would be the opportunity that arises when they see their clients ready to 
receive the intervention. 
The third component, motivation, has to be present in order for an intervention 
around informal peer support to be viable (Michie et al. 2014). Motivation is also 
divided into two; automatic and reflective courses of action (Kahneman 2012).  
The Participants in this study may automatically feel the need and desire to 
support those in their family and social network, however, acting reflectively by 
making plans and having good intentions to offer and accept support may be less 
common.  Equally, the Leads may automatically follow their teaching notes to 
deliver the intervention, but, if they see their clients struggling with changes, Leads 
may reflect negatively on introducing the topic of peer support.  
To achieve phase 2 of the ‘development’ stage (Identifying/developing theory), I 
followed step 5 (Identify intervention functions) of the BCW (Michie et al. 2014).  
By comparing the list of intervention functions that support the behaviour change 
of a peer-led intervention (Table 3.1) with the preferences of the Participants and 
Leads (Chapters 5 and 6), I was able to generate the precise Behaviour Change 
Technique’s (BCTs) that informed the intervention manual (Chapter 7).  The last 
part of the BCW to support identifying/developing theory advises looking at the 
policies that would support the intervention functions.  This step of the design and 
development would be dependent on local policies in my HSCP and is not 
explored in this study and therefore excluded from Table 3.1. 
Phase 3 of the MRC stage of development of a complex intervention is not 
covered by this thesis in that the intervention will not be modelled before pilot or 
feasibility trials, however, steps 7 (Identify behavioural change techniques) and 8 
(Identify Mode of delivery) of the BCW that guide the final part of the of the 
intervention development, will be discussed in Chapter 7.   
Through the BCW model, Michie et al. (2014) have guided the translation of the 
MRC recommendations through a process of scientific theory into the real world 
where behaviours are performed.  However, the authors (Michie et al. 2014) point 
out that, although the BCW stages can be used in sequence, in real life there may 





the intervention can evolve by refining and revisiting the previous stages. 
Furthermore, although it is a model based on theory, it allows the intervention to 
be tailored according to the perceptions of the Participants and Leads if a rationale 
can be found for doing so.   
This section provides the rationale to support my choice of the BCW model to 
guide this study’s intervention design and development under the overarching 
recommendations of the MRC framework (Craig et al. 2008).  The next section 
looks at the Behaviour Change Techniques (BCTs) that support the intervention 
functions outlined by the BCW (step 5) and the social and psychological theories 
that support the concept of peer support. 
3.4 Single or cluster of Behaviour Change Techniques (BCTs)  
Michie et al. (2014, p. 145) describe BCTs as “an active component of an 
intervention designed to change behaviour”.  NICE PH49 (2014, p. 46) add to this 
definition by quoting that: “the technique must meet specified criteria so that it can 
be identified, delivered and reliably replicated.  It should also be observable and 
irreducible (behaviour change techniques are the smallest 'active' component of 
an intervention)”.  An intervention that aims to change behaviour could use a 
single BCT or use several working together in a cluster, and Michie et al. (2013) 
developed a consensus that codes the known 93 BCTs into a taxonomy.  In 
Chapter 7, BCTs from this list are identified to deliver the intervention functions 
and listed in the intervention manual (Table 7.1). 
The health behaviour theories, explaining the effectiveness of BCTs are many.  
With the support of the Health Psychologist from the Steering Group, I identified 
four theories that support the potential for an informal peer support intervention in 
weight management: the following section outlines these theories.  
3.5 Psychological theories  
Psychological theories were mentioned in the literature review (Chapter 2) in some 
of the studies to underpin the theory of the research but not discussed in detail by 
the researchers.  One theory supporting the success of peer support is attributed 





new healthy behaviours from ‘credible role models’ when they see positive 
consequences, such as a peer losing weight or becoming fitter.  When they see 
their peer demonstrate strategies to achieve weight loss, the recipient of support 
may find their own self-belief increased to make lifestyle changes (Artinian et al. 
2010; Burke et al. 2002; Tessaro et al. 2000).  The peer who has lost weight may 
be asked for tips around eating habits or exercise routines that led to their 
successful management of energy balance.  This opportunity may not only support 
weight loss in the recipient, but, equally, may serve as a prompt for the peer to 
continue their healthy goals and behaviours to maintain their weight loss (Bandura 
1986). 
A second quoted theory in the literature review was the ‘Social Comparison theory’ 
(Festinger 1955); an individual, witnessing a peer within their social network losing 
weight, could be inspired to make behaviour changes too.  Peers can feel 
motivated by both comparing themselves upwards to successful weight loss peers 
and downwards to those less able than them to make changes.  This theory has 
been used to support models for successful peer support in community weight 
management (Maitland and Chalmers 2011; Larkey et al. 1999).   
A third theory for informal peer support by Ogden and Hills (2008) describes how 
the shift to achieving positive lifestyle changes is dependent on three factors: the 
individual’s knowledge of the health consequences by not changing; a reduced 
opportunity to overeat, and the realisation that being overweight is not 
insurmountable – the individual can do something about it.  A peer that imparts 
information they have learned of the health consequences of obesity, and 
demonstrates new healthy behaviours could, according to this theory, influence 
others.  Ogden and Hills (2008) describe this theory as a “process of reinvention 
and a shift in identity towards a new healthier individual” (p. 433).   
A final theory suggested to underpin peer support is by Bellg (2003), who 
describes an individual making a change in health behaviours when they believe 
they are competent in the skills required for change.  These might be coping skills 
or choosing healthy options:  this theory is termed the Health Behaviour 
Internalisation Model (Bellg 2003) and may apply to the peer once they have 





These theories endorse the possibilities that peers could informally promote 
weight loss and weight maintenance within their social network, however, there 
appears to be no one theory that explains the mode of action for successful peer 
support.  The collaboration group behind NICE PH49 (2014) report that they 
reviewed many of the theories and models from both social and behavioural 
sciences, but found that the evaluation and reporting of these were inconsistent 
and not reproducible.  They report that some models were in fact multiple 
adaptations of several models and that this possibly points to the fact that there 
are many factors affecting behaviour change.  NICE PH49 (2014) conclude their 
recommendations with their view that behaviour change interventions should not 
be based on a psychological or social theory but should instead focus on the 
delivery of the intervention:  how this is achieved and what is delivered.  Whilst 
aiming to be cognisant of the theories that underpin peer support, the intervention 
of this study will be co-developed and based on Participants’ and Leads’ 
perceptions of what they consider to be acceptable and feasible (Section 3.6.2).  
In Chapter 8, I will discuss how these four selected theories fit in with the findings 
from the data.  
In the next section, I look at further guidance from NICE on behaviour change at 
both an individual level (NICE PH49 2014), and with a general approach (NICE 
PH6 2007), and how these influence the approaches taken in this study.  
3.6 National Institute for Health and Care Excellence (NICE): The NICE 
guidelines and recommendations for designing and developing behaviour 
change interventions 
NICE have collaborated on two sets of guidelines for behaviour change, the first 
set (PH6 2007) details the general approaches for behaviour change that could be 
used at both an individual, community and population level to encourage lifestyle 
changes: it is intended for practitioners.  After the emergence of new evidence 
around behaviour change, an additional set of guidelines (NICE PH49 2014) was 
written focusing on individual approaches.   
This study is aiming to explore perceptions of the Participants around acceptable 
interventions to help their peers and this requires an individual behaviour change 





Leads’ thoughts on the feasibility of raising the topic of peer support at the weight 
management programme requires not only an individual perspective but also a 
practitioner approach necessitating reference to both sets of NICE guidelines 
(NICE PH49 2014; NICE PH6 2007). In the next two sections, I will discuss the 
recommendations for behaviour change relevant to the gaps summarised in 
Chapter 2.  These are: 
 What support could peers offer that is acceptable?  
 How do peers want to offer and request support? 
 Who would offer or accept support?  
 What are the benefits and risks to peers when they offer or accept support 
from each other? 
3.6.1 NICE PH6 (2007): recommendations 
This first set of guidelines give recommendations to those who are involved in 
helping people change their behaviour.  In relation to this study, these people are 
identified as the Leads of the weight management programmes who support their 
clients to make lifestyle changes to initiate weight loss and then maintain it.  The 
guidelines outline the most relevant and effective ways to intervene with support 
for lifestyle behaviour change to encourage those behaviours that are conducive to 
good health.  The guidelines that are relevant to the research purpose are: 
1. education and training for practitioners delivering the intervention 
2. the method and content of the delivery of the intervention 
3. evaluation of the intervention by way of effectiveness 
Points one and two invite questioning around the capabilities, opportunities and 
motivation (BCW, Michie et al. 2014) of the Leads to deliver the potential study 
intervention, and these I will explore within this section.  Point 3 is not covered 
within this study, however, considering the research by Glasgow et al. (1999), any 
future intervention that is trialled within the community should be carefully 





an intervention by five factors: reach, efficacy, adoption, implementation and 
maintenance. 
NICE PH6 (2007) recommend that practitioners who are involved in delivering a 
behaviour change intervention – in this case the Leads – should be given 
education and training to be competent.  In addition, these competencies should 
be checked to ensure that not only are their skills proficient, but that the fidelity to 
the programmes philosophy is adhered to.  They also recommend that these 
practitioners should have additional competencies in behaviour change such as 
motivational interviewing.  These recommendations prompt exploration around the 
capabilities that Leads perceive they need to be able to support the potential 
intervention.  
Regarding the delivery, NICE PH6 (2007) recommend that the Leads of 
interventions should consider the social and cultural context of their clients and 
adapt their methods accordingly.  In addition to meeting the needs of the 
individual, service providers should be cognisant of the effects of group 
interventions and tailoring should be made accordingly, such as when and what is 
delivered (Hoddinott et al. 2010).  These recommendations prompt a further area 
of exploration: what are the Leads’ perceptions of the barriers and facilitators to 
prompting their clients to offer support within their various social and cultural 
situations? 
3.6.2 NICE PH49 (2014): recommendations 
This second set of guidelines (NICE PH49 2014) give recommendations around 
the modes of action for changing health behaviours at an individual level.  Again, 
this document is intended to give guidance to those who help others make 
changes, and the recommendations are not solely for professionals but also for 
people wanting to improve their own behaviours and those around them.  For this 
study these people are the clients of a weight management programme who may 
not only consider cascading their knowledge on weight management to their 





Of the seventeen recommendations in NICE PH49 (2014), four are pertinent to the 
design and development phase of the intervention, and l followed these for this 
thesis: 
Recommendation 1. Co-work with those who the intervention is aimed at to 
ensure it meets their needs in their social environment.   
This research aims to involve clients in a weight management programme to co-
develop the intervention by exploring their perceptions on support within their 
social network.  The recent guidelines, ‘Involve’ (NIHR 2018), which were 
published after my thesis started, gives guidance on co-producing in research. 
Although this study is not a true ‘co-production’ in that key decisions in the 
research were not collaborated on with the stakeholders, their views were 
expressed in informal discussions as part of a steering group to form participant 
information documents, and by Participant qualitative interviews to develop the 
intervention manual.  The recommendations on co-production prompted 
exploration around the participants’ perceptions on the barriers and facilitators that 
affect their motivation to informally offer or accept support for weight management 
within their social network.   
Recommendation 2. Behaviour Change techniques (BCTs) and other 
components of the intervention should meet the listed criteria for replication.  
Ensure these features are available in a manual with a description of:  any 
tailoring to meet individual needs; the resources; the techniques used and 
implementation details. The manual should be publicly available with clear 
explanations of the mechanism of action (MRC, Craig et al. 2008).   
This recommendation guided the design of the intervention and the use of the 
BCW (Michie et al. 2014) provided guidance on the specific BCTs used (Section 
3.4).  l highlight the specific key components of the intervention through the use of 
the BCW, and these, plus the listed criteria in the Template for Intervention 
Description and Replication (TIDieR) (Hoffman et al. 2014), supports replication 





Recommendation 3. Aim to use proven behaviour change techniques (BCTs) 
including those on social support: “If appropriate advise on, and arrange for, 
friends, relatives, colleagues or 'buddies' to provide practical help, emotional 
support, praise or reward” (NICE PH49 2014, p. 14).  Aim to select proven 
techniques that have been designed to change behaviour (NICE PH49 2014).   
This prompted exploration around the type of social support participants can offer 
and accept from peers, and the opportunities there are for this within their network.  
In addition, the means by which this provision of support is initiated or requested, 
invited an exploration around the most appropriate cues and language for peers to 
use. 
Recommendation 4. Aim to deliver an intervention that could help people 
maintain their changes for more than a year, and social support is mentioned 
as an option for not only change, but for long-term change.   
NICE PH49 (2014) make a note that the small changes made in everyday life, 
within their own environment, are easier for people to maintain.  Social support 
happens within social networks and environments and especially with those they 
know and have a commonality – their peers.  This research aimed to use this 
support mechanism, not only to promote weight management, but also to make 
weight management sustainable. Furthermore, the weight management journey 
can extend along a time-line from trying to lose weight, to losing it and then 
maintaining it and it would be useful to find out about the most effective time to 
initiate or request peer-led weight management support. 
3.7 Summary of Chapter 3 
This chapter has outlined the key approaches to the development of the behaviour 
change intervention of this study under the overarching guide of the MRC 
Framework (Craig et al. 2008), with the BCW (Michie et al. 2014) providing the 
theoretical base. Together with the NICE recommendations (PH 49 2014; PH6, 
2007), the key components of this theoretical base, capability, opportunity and 
motivation (Michie et al. 2014), will guide further exploration into the development 





Table 3.2: Intervention development: areas to be explored by data collection 
Clients’ perceptions required on the key theoretical components that enable their 
behaviour change to offer a peer support intervention: 
 The capability to offer an acceptable type of support 
 The capability to offer support in an acceptable way 
 The opportunity to offer and accept support 
 The motivation to offer and accept support 
Leads’ perceptions required on the key theoretical components that enable their 
behaviour change to prompt a peer support intervention:  
 The capability to support the intervention 
 The opportunity to support the intervention 
 The motivation to support the intervention 
These areas will support the development of the research questions in addition to 
the summarised gaps of the literature review at the end of Chapter 2.  Supporting 
justification for the research design, these questions will be used to collect data 
from both the Participants and the Leads of a weight management programme in 







Chapter 4: Methods & Methodology 
4.1 Introduction to the chapter 
In the previous chapters, the gaps identified from a review of the evidence in peer-
led support and the recommendations from theory- based approaches are brought 
together in this chapter to build the research aims and questions illustrated in 
Figures 4.1 and 4.2.  I give a rationale that underpins the methodology to meet the 
research aims and questions for this thesis, and justify my selection of taking a 
pragmatic approach to a qualitative research design.  I include the procedures for 
sampling and recruitment, data collection and analysis, and consider the ethical 
considerations for these.  I conclude with an evaluation of the quality of the 
research process. 
4.2  Research purpose, aims and questions 
The overarching aim of this research is to develop an intervention that targets the 
clients of a weight management programme to support their peers in weight loss.  
Prompting the topic of peer support are the Leads who deliver this programme, 
and therefore they are included in the intervention development process.  
Reflecting this, the research purpose is broken down into two specific aims.  The 
first, to find out whether a sample of clients attending the weight management 
programme perceive they have the capabilities, opportunities and motivation to 
offer or accept peer-led weight management support; the second, to find out 
whether weight management programme Leads perceive they have the 
capabilities, opportunities and motivation to help their clients in providing peer-led 







Figure 4.1: Developing research aim 1 and research questions around the acceptability of the intervention 
What support 
could peers 
offer that is 
acceptable? 
How do peers 
want to offer and 
request support? 
Who would 
offer or accept 
support? 
What are the benefits 
and risks to peers 
when they offer or 
accept support from 
each other  
Identified from the literature 
review (chapter 2): what are 
the gaps in knowledge around 
informal peer-led support? 
Research Aim 1: To find out 
whether clients perceive they 
have the capabilities, 
opportunities and motivation to 
offer or accept informal peer-led 
weight management support 
What opportunities are 
there for clients to 
effectively initiate or 
request support? ?  
What capabilities do 
clients have to offer 
this support in an 
acceptable way? 
What capabilities do 
clients have to offer 
an acceptable type of 
support? 
How motivated are 
clients to make an 
offer to or accept 
support as determined 
by the risks and 
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to offer and 
accept support 
Guided by the approaches and 
theories on intervention 
development (chapter 3): what are 
the key components that promote 
informal peer-led support within the 














4.2.1 Research Aim 1:  to find out whether clients perceive they have the 
capabilities, opportunities and motivation to offer or accept informal peer-led 
weight management support 
In the process outlined in Figure 4.1, the decisions made as a result of the 
research undertaken in Chapters 2 and 3 build on the first research aim to explore 
the key components that support a peer-led intervention (Michie et al. 2014): 
capability, opportunity and motivation.  The peers’ social network is the setting 
outside of the weight management programme, and efforts to implement a 
plausible intervention should take account of the social context (NICE PH49 2014).  
This setting can be complex, as described in Section 3.1, and any part of the 
complexities in a peer’s social network can impact on these key components.   
Of the three key components, capability includes these aspects: the support 
clients perceive they can offer their peers; and the support they are willing to 
accept from them.  Verheijden et al. (2005) suggest that, if the peer support 
offered is what the recipient perceives they need, it is more likely to have an 
impact on the recipient’s behaviour.  For this study, this is the acceptance of peer-
led weight management support.  I define ‘acceptable’ as something that the 
participants would perceive as agreeable and would consider using 
(https://www.collinsdictionary.com/dictionary/english/acceptable).  It is these 
perceptions that this study aimed to explore through research questions that 
distinguish between the content of the support and how it is delivered:  
1. What capabilities do clients have to offer an acceptable type of 
support?  
2. What capabilities do clients have to offer this support in an acceptable 
way? 
Regarding the second key component from Michie et al. (2014), we have already 
learned in Chapter 3 that peers require an opportunity to intervene with support for 
others.  To gain a better understanding of these opportunities, it was useful to ask 
about which peers that clients are able to support within their social network and 
where this could happen.  Here I aimed to explore how opportunities to offer 
support arise, and whether they happen by chance or by request.  In addition, 





knowledge can provide a greater understanding of peer support to understand 
about clients’ preferred cues for support, how they respond to these, and whether 
there are conditions that make their offer or request for support more acceptable.  
These areas were thus explored by asking clients their perceptions using this 
research question:  
3. What opportunities are there for clients to effectively initiate or 
request support? 
The third key component identified by Michie et al. (2014) is motivation.  As well as 
being an automatic response, motivation also implies some reflection for clients on 
the reasons they want to offer or accept support, and these are affected by their 
perceived benefits and risks (West and Brown 2013).  The members of the clients’ 
network are linked to them by different bonds of various strengths and these may 
affect the acceptability of peer support.  All of these generated the last research 
question to the clients: 
4. How motivated are clients to make an offer to or accept support as 
determined by the risks and benefits to them? 
‘Peer-led support’ is intended to be promoted to clients at a weight management 
programme and, in addition to discussions they may have informally with fellow 
attendees, there are Leads available to give guidance on this topic.  The second 
research aim seeks to find out the perspective of the Leads on the feasibility to 
intervening in this way. 
4.2.2 Research Aim 2: to find out whether weight management programme Leads 
perceive they have the capabilities, opportunities and motivation to help their 
clients in providing peer-led weight management support 
Figure 4.2 outlines the summary from Chapter 3 that informed the second 
research aim.  This aim explores the presence of the key components that 
promote behaviour change interventions (Michie et al. 2014), this time from the 
Leads’ perspectives, and the target setting is within the weight management 







Figure 4.2: Developing research aim 2 and the research questions around the feasibility of 
raising the topic of peer-led weight management (WM) support 
The two columns in this diagram demonstrate the important role that Leads play in 
influencing clients’ behaviour changes in peer support that was highlighted in the 
literature presented in Chapter 2.  The Leads deliver validated weight 
management programmes to enable their clients to lose weight, but I wanted to 
explore whether, in addition to the set programme, it would be feasible for Leads 
to intervene by providing guidance to their clients on an extra topic – peer support.  
Regarding the setting (Section 4.6.2), the programme takes place within a group 
context.  This may affect the introduction of discussions around peer support: 
“Health improvement or behaviour change interventions delivered in a group 
setting are complex adaptive social processes with interactions between the group 
leader, participants, and the wider community and environment” (Hoddinott et al. 
2010, p. 8). To gain an understanding of the Leads’ perceptions of the extra 
support they could offer their clients within the complexities of the group setting, 
the following research questions were developed:  
The capability 
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5. What capabilities do Leads need to support the intervention? 
7. When do Leads have a feasible opportunity to support the 
intervention? 
8. What drives Leads’ motivation to support the intervention?  
In Section 4.3, I will discuss the justification for the approach adopted to fulfill the 
study research aims.   
4.3 Rationale for the research approach  
This thesis is centred on my clinical practice as a dietitian and is expected to 
contribute to my evidence-based practice.  My practice centres around the 
provision of knowledge to inform the individual on dietary and lifestyle changes, 
and to support them in achieving the behaviour skills required to make those 
changes.  In an attempt to understand why and how individuals, as opposed to 
professionals, could offer weight management support and construct these social 
interactions, I aimed to explore clients’ perceptions around this topic.  
Chapter 2 highlighted an absence of research using the methodological 
approaches that would capture in detail the mechanisms that promote successful 
peer support and this finding influenced my research purpose.  I considered that 
the actions of the clients in a weight management programme could support the 
success of an intervention, but these actions would be affected by the complex 
relationships in their social network.  To explore the gaps in knowledge on this 
topic required an approach that allowed thoughts and themes to emerge from 
study Participants, closely resembling those in their real world.  
Approaches to research are affected by the researchers “assumptions and 
theoretical orientations” (Sparkes and Smith 2014, p. 9) and it is true that my belief 
is that finding an acceptable intervention on peer support would involve valuing 
clients’ thoughts on the topic.  Together with my interpretation of these thoughts, 
knowledge can be co-created – an interpretivist stance.  In Section 4.3.1, I will 
discuss this stance further by moving from the secondary research described in 
previous chapters to the primary research of this thesis: the design of my data 





4.3.1 Rationale for a qualitative approach 
The literature review highlighted a mixture of methodological approaches to peer 
support in weight management (Chapter 2) and most outcomes were measured by 
weight loss or weight loss and maintenance.  Those using these quantitative or 
mixed methods were able to test “pre-hypothesised mechanisms of impact and 
contextual moderators” (Moore et al. 2015, p. 6).  For example, Gorin et al. (2005) 
proposed that more support partners correlated with more weight loss, but their 
findings illustrated that study participants’ weight loss correlated with the weight 
loss success of their partners instead.  The quantitative approaches revealed in 
the literature review could be considered a starting point to finding out about the 
potential that a peer support intervention could be effective in weight management.  
Quantitative research is underpinned by positivism which seeks to quantify the 
phenomena by using objective and scientific measures, keeping a clear divide 
between science and human perceptions (Carson et al. 2001).  It has a philosophy 
of considering reality to be stable.  However, the real world is not stable; the 
contexts are changeable and require an approach that captures complex 
information rich in its diversity of perceptions and behaviours. Flick (2006, p. 74) 
describes this more natural and interpretive approach to research as 
“understanding the phenomena or event under study from the interior”. Using a 
qualitative approach in this thesis supported the discovery of new information in 
real-world terms as opposed to a confirmation of what was already known:  this 
inductive approach allowed theory to be synthesised by the interpretation of the 
data collected of participants’ experiences (Creswell 2013; Robson 2011; Pope et 
al. 2006; Denzin and Lincoln 2000).  Sparkes and Smith (2014, p. 12) describe the 
Interpretivist researcher’s process of inquiry as “a matter of interpreting the 
interpretations of others”.  
Adding a qualitative element to a study, such as the study by Gorin et al. (2005), 
which established that weight loss correlated with partners’ weight loss, would 
have enabled a discussion of the “experiences of the intervention and 
unanticipated or complex causal pathways and to generate new theory” (Moore et 
al. 2015, p. 6).  There are already many examples of quantitative research on peer 





development are around the experiences and the complexities of the peer 
relationships that affected these outcomes.  The research questions of this thesis 
seek a deeper understanding of peer support to fill these gaps and therefore the 
research approach best suited to explore these was a qualitative, interpretivist 
approach (Ritchie et al. 2014; Corbin and Strauss 2008; Silverman 2005).  In the 
next section, I justify the research methodology amongst the different traditions 
within a qualitative approach.  
4.4 Identifying a suitable qualitative approach 
Qualitative research has been termed as “a camp that contains a number of 
communities and traditions” (Sparkes and Smith 2014, p. 33).  There are many 
similarities in approaches in qualitative research and they all aim “to understand 
the social reality of individuals, groups and cultures and explore their behaviours, 
perspectives and experiences” in their daily lives (Sparkes and Smith 2014, p. 14).  
The resemblances of the qualitative research processes can be seen in three main 
activities: theory (ontology), method (epistemology), and analysis (methodology).  
Denzin and Lincoln (2011a, p. 6) describe these processes “as a set of interpretive 
activities that privileges no single methodological practice over another”.  From the 
perspective of a clinical academic, I reflected on the different qualitative research 
approaches in the literature and, using a pragmatic approach, I looked for the 
approaches and activities that would best fulfil the research questions (Silverman 
2005).  These many different approaches and activities can be labelled and sorted 
by their central tendencies and many complexities.   
This research study proposed to explore the concept of peer support across 
groups with a diversity of backgrounds and not one specific group with a certain 
set of beliefs (Ethnography, Angrosinio 2007); it did not intend to study the 
experience of peer support itself (Phenomenology, Creswell 2013).  In addition, 
this research did not propose to explore the experience of one individual (Narrative 
Research, Creswell 2013) nor one specific part of peer support (Case Study, 
Creswell 2013), nor did it aim to create a theory from data around peer support 
(Grounded Theory, Glaser and Strauss 1967).  There are some similarities to the 
tradition of Action Research, as the research involved developing a solution 





existing theories (Argyris and Schön 1989).  Although this research involved the 
clients and Leads of a weight management programme, and although the 
comments of these clients initiated the research purpose, they were not equitable 
partners or co-workers in the research itself (Section 3.6.2).  Furthermore, there 
was no necessity to evaluate the proposed intervention on any existing theory.  
Nonetheless, this qualitative research gave power to the stakeholders by allowing 
them to influence the researcher on areas that were of concern or importance to 
them (Holloway and Wheeler 2010) and their perspectives subsequently guided 
the co-development of the intervention discussed in Chapter 7. 
Reassured by Denzin and Lincoln (2011a) that there is not a gold standard 
approach and that my research did not have to fit into a pre-determined method, I 
used a pragmatic approach that would best explore my research purpose. I aimed 
to fill the gaps in existing literature by collecting new data to answer the research 
questions.  Seeking to gain this data from clients at a weight management 
programme on their experiences and perceptions of peer support and from Leads 
on their perceptions of introducing this intervention, guided my choice of data 
collection methods.   I chose two methods of data collection: semi-structured 
interviews to allow the Participant the flexibility to report on their beliefs on 
acceptable support, and focus groups to allow Leads to develop their perspectives 
on what the intervention could be, when and where it could be introduced.  I 
considered the client’s perspective important data to inform the development of the 
intervention - they would have insights into the elements that make peer support 
acceptable.  Weight management is a very sensitive, personal and complex topic 
and because of this, I wanted the clients to have the opportunity to talk in depth. I 
did not want to influence data by using structured questions which made 
assumptions based on what I thought might be important. This justified my choice 
of one to one semi- structured interviews guided by topic (Section 4.7.1). The 
Leads perceptions on raising the intervention at the weight management 
programme were important too for practical and technical reasons. They could be 
gatekeepers to the intervention and determine the future success or failure by their 
choice to roll out the intervention.  However, I didn’t consider their thoughts to be 
voiced within the context of deeply personal or sensitive experiences that would 





collection that would benefit from the interactions of exploring the topic with other 
Leads of weight management programmes and who would be in a similar position 
if asked to introduce the intervention to clients. Having focus group participants 
with a common role, training and experiences can provide the trust necessary for 
sharing insightful reflections on the topic. This justified my choice of focus groups 
and the small size of these was pragmatic based on the availability of Leads in 
small rural areas (Section 4.7.6). The research design and methods for accessing 
and hearing their voices are outlined in the following section. 
4.5 Research design and methods 
Denzin and Lincoln (2011b) advise researchers to involve a wide selection of 
connected interpretive systems in their research design as each system may 
contribute to the findings in different depths and details.  In practical terms, I have 
followed the advice of Creswell (2013), who suggests that the key to achieving 
different depths and levels of detail of data is to gain different perspectives, and 
the next section looks at the contribution of professionals in the Steering Group. 
4.5.1 The Steering Group 
Enlisting the support of a Steering Group enabled a fuller exploration of the 
complexity and richness of the data, and this group consisted of; the weight 
management programme dietitian, a weight management dietitian working outwith 
the area of the study, an ex-programme Lead, an ex-programme client, and a 
health psychologist.  Giving a point of view from their clinical, professional or 
personal opinion on topics that they had expertise, knowledge, and experience of, 
contributed to further perspectives of the intervention development as opposed to 
one based solely on my biased views and assumptions.  Some examples of issues 
discussed were around the study Participant and Lead paperwork, the intervention 
manual, and the theories behind peer support in weight management. The 
Steering Group did not meet together as a whole but participated in email 
discussions.  Members also gave support individually, sometimes face-to-face, 
and sometimes by email.  Nonetheless, the main perspectives that influenced the 
intervention development were those from clients attending a weight management 





sample and recruitment strategy for inviting these individuals to participate in this 
study.   
4.5.2 The sampling strategy 
Ritchie et al. (2014, p. 112) state that “the sampling strategy for a study is an 
integral component of the research design because it will affect the usefulness of 
the data collected, the type of analysis possible and the extent of opportunities to 
draw wider inference”.  Bearing this in mind, my strategy was to aim for ‘maximum 
diversity’ sampling within the population attending a specific type of weight 
management programme (The Counterweight Project Team 2010).  The sample 
was broadened in the widest sense by seeking views from a diversity of clients in 
terms of age, BMI, gender, area of residence; work status and social status (see 
Section 4.5.3, Table 4.1).  Within the Counterweight programme, Leads were 
sampled based on those locally available. This method enabled an exploration of 
“the multiple facets of a problem to investigate issues holistically” (Sparkes and 
Smith 2014, p. 70), until I assessed that the sample size was as varied as possible 
and sufficient in information (Malterud et al. 2016, Section 4.5.3). 
4.5.3 The setting 
The setting for the research was a tier 2 weight management programme 
(Sections 1.4 and 1.5).  In this research, time-point 1 refers to pre-programme, 
time-point 2 refers to completion of the 12-week core programme, and time-point 3 
refers to completion of the subsequent review sessions over 12 months.  The 
venues for these programmes were NHS function rooms at community hospitals 
and integrated care sites, community halls, and Council-run leisure complexes.  
These venues were situated in very different surroundings:  in diverse 
geographical environments (from urban to rural areas) with varying populations 
(from the larger populations in the towns to the smaller close-knit populations in 
the community).   
It was estimated that there would be approximately 12, tier 2 weight management 
programme groups (of an estimated 6 clients per group) commencing in January 
2016 across the Health and Social Care Partnership (HSCP).  This was the 





management programmes commence at times when enrolment would be high, 
such as pre- and post-Christmas and pre-Easter/holidays: historically these are 
the times that the local overweight and obese population are motivated to make 
lifestyle behaviour changes.  Using the HSCP trends around programme attrition 
over the previous 4 years gave some indication of the numbers to expect at 
different time points in the programme:  66% completing the 3-month core 
programme (time-point 2) and 16% completing the total 12-month inclusive 
programme (time-point 3).  These local figures were compared to national ones for 
further guidance on achieving a sufficient sample size.  The Scottish average over 
2006–2010 was, respectively: 55% and 28%, which showed a smaller national 
participant loss at time-point 3 (The Counterweight Project Team 2012).  The 
projected recruitment for 12 x 6 groups would give 72 attendees at time-point 1; 47 
at time-point 2, and 11 at time-point 3.  These estimated enrolment and completion 
rates were considered sufficient in number for recruitment selection.  If this sample 
size was not achieved, it was planned that clients would be recruited from future 
tier 2 programmes after January 2016.  In addition, achieving the views of clients 
from an area wide in its diversity of geographical areas would be valuable for 
designing an intervention, therefore the possibility of using other HSCPs to 
achieve this diversity was also considered.   
4.5.4 Participant sampling strategy  
Geographic area, working status, social status and ethnicity were variants 
identified in the literature as having effects on peer support (NICE PH6 2007). 
Aiming to gain the widest variation in the participant sample, I examined the key 
features of the area weight management programme clients that were shared by 
the managing dietitian and found them to be proportionately women (73%), have a 
mean BMI of 37.2kg/m2 (obese), and a mean age of 53.  Finding as diverse a 
sample as possible from these key features, plus the variants from the literature, 
gave some guidance on the possible variants for inclusion to the study: their 









Table 4.1: Possible diversities of Participants to support variation within the weight 
management programme sample 
Diversities of 
participants  
Importance for selection 
Age 
categories 
Age may influence the opportunity to meet others to give and 
receive support. Support may be acquired in the workplace or if 
not working, may come from various clubs/hobbies. 
BMI BMI and their health/co-morbidities could affect the risks and 
benefits to give support.  
Gender Gender may influence types of work, clubs/hobbies and also 
affect opportunities as above. 
Geographics Location could affect access for support and size of population 
could affect opportunities for support within rural areas 
Working 
status 
Working away from their home environment may define 
opportunities and access to those for support. 
Social status Relationships improve/reduce capabilities to offer or accept 
support. 
Ethnicity Ethnicity may affect opportunities for support, however, in this 
area of Scotland, this diversity was limited and all participants 
were white, British. 
 
This method enabled me to aim for maximum diversity at recruitment within the 
sample and highlighted any gaps for future recruitment at later time-points (Table 
5.1).  At the beginning of the research, it was not known which of the variations 
might show greater and richer data around support, so I wanted to aim for a wide 
selection of participants to avoid missing a diverse selection of perceptions: it was 
a process and not a pre-calculated number.   
Sample numbers in qualitative studies are generally much lower than those of 
quantitative research because statistical generalisations are not required: instead, 
this qualitative study looked for an illuminating account of the issue of peer support 
in weight management (Polit and Beck 2017).  I judged my sample size complete 
when I had heard perspectives from as diverse a sample as possible and heard no 
new viewpoints:  the point of a redundancy of information or saturation (Trotter 





Grounded Theory by Glaser and Strauss (1999), but cannot be a justified concept 
in qualitative research outwith a Grounded Theory approach.  Guided by Malterud 
et al. (2016), I reflected on their model of ‘Information Power’ that allows a 
standardisation for assessing sample sizes in all qualitative research.  Using their 
five criteria of study aim, sample specificity, established theory, quality of dialogue, 
and analysis strategy, I reviewed my data throughout and adjusted the recruitment 
process accordingly.  This is discussed in further detail in Section 4.7.2. 
4.5.5 Recruitment: inclusion and exclusion criteria for participants 
To ensure the sampling strategy was valid and rational, individuals were only 
eligible to participate in the study if they had been referred to the weight 
management programme.  Individuals referred for weight loss support are triaged 
into a weight management tier appropriate for their requirements; if they meet the 
criteria for a level of intervention at tier 2 (Blackshaw et al. 2014), they also meet 
the criteria for inclusion to this research (Appendix 1.1).  Those who do not meet 
these criteria are usually triaged into other tiers of the weight management 
pathway (Section 1.6) and were thus excluded from the sample population for 
participation in this study.  
Local Health Board figures show a trend for few men participating in tier 2 weight 
management (27%), although this is higher than commercial weight management 
programmes, where a systematic review reported that only 10% were men 
(Robertson et al. 2014).  I aimed to recruit as balanced a sample as possible in 
regards to gender within the available consenting participants to allow me to 
gather information on men’s perceptions for peer-led weight management support. 
4.5.6 Recruitment process: Participants 
The recruitment followed a protocol approved by ethics review (Appendix 4.1) and 
this is discussed in more detail in Section 4.6.  The weight management 
programme Lead for the HSCP was approached and they gave details of the 
Leads who deliver tier 2 weight management programmes in the HSCP.  The 
Leads were contacted by email, informed about the study and their support was 
requested in recruiting participants.  Those who had plans to start a weight 





agreement to support the study, were given a copy of the study protocol (Appendix 
4.1), Participant Information Sheets (PIS) (Appendix 4.2), plus consent forms 
(Appendix 4.3) for potential participants to share their contact details.  Out of 12 
possible weight management programmes delivered by 11 Leads, all were 
agreeable in principle to recruiting participants.  Leads sent the PIS to clients with 
their weight management programme enrolment information, and shared with me 
the contact information of consenting potential participants.  I contacted these 
potential participants within 4–7 days and invited them to take part in the study by 
way of a one-hour recorded interview. Any queries were answered, and it was 
reiterated that participation was on a voluntary basis and did not affect their weight 
management support.  A suitable time and place was arranged with the 
consenting participants and, with their written consent (Appendix 4.4), data 
collection began using the techniques outlined in Section 4.7.1.  Participants from 
this time frame were agreeable for further interview at time point 2 and 3.   
4.5.7 Lead sampling strategy  
I aimed to have maximum variation of backgrounds for the sample Leads.  A 
balance of gender may have given important information around delivering the 
intervention but, historically, Leads have been predominantly women with only 
three men delivering programmes locally out of 18 trained professionals over the 
last four years.  None of these men were running programmes at the time of 
recruitment. 
4.5.8 Recruitment: inclusion and exclusion criteria for Leads 
To ensure the sampling technique was valid and rational, Leads were only eligible 
to participate in the study if they were competent programme facilitators.  This 
involved them undertaking training to deliver the weight management programme 
and participating in an annual check to ensure their competencies were 
maintained.  In addition, they were required to receive training in ‘behaviour 
change’ as described and recommended in the NICE CG43 (2014) update and in 
NICE PH49 (2014).  Without training, Leads are not able to deliver the programme 





4.5.9 Recruitment process: Leads  
Leads also received a participant information sheet (Appendix 4.5), followed by a 
telephone call to inform them of the research proposal.  They were invited to a 
focus group to give their views on the proposed intervention and, with their written 
consent (Appendix 4.4), I commenced data collection as detailed in Section 4.7.2.   
Section 4.5 has given an outline of the sampling and recruitment strategies used 
for data collection.  During this process, I considered my ethical conduct and other 
ethical issues to ensure the safety of those involved in the study (Cleary et al. 
2014; Robson 2011) and in the next section I explore in detail whether these were 
addressed. 
4.6 Ethical considerations  
Historically, unethical human research has been carried out, but, since the end of 
World War 2, codes of ethics have been developed to prevent this (Sprumont 
1999; Eby 2000).  These codes ensure that researchers behave in the right 
manner to avoid doing harm to those that participate in research.  Taking the 
responsibility from the researcher on what is or is not an ethical piece of research 
are the university ethic committees and the ethical review boards.  For this piece 
of research, approval was sought from the School of Health Sciences Research 
Ethics Committee (SREC) at Stirling University, the NHS Highland R & D office 
(REC) and also the Integrated Research Application System (IRAS).  Through the 
completion of the ethics forms, the research proposal followed both the 
committee’s and IRAS guidelines to safeguard those researched and those 
researching (Robson 2011). 
The guidelines made it clear that ethical considerations should be made when the 
research idea is formed and should continue through to the dissemination of the 
study findings (Robson 2011): it is a dynamic process and should be present in 
every part of the research process.  The main principles to reflect upon are 
outlined in guidelines offered by many (Bryman 2012; Robson 2011; Silverman 
2010).  In addition to ensuring that research is valuable by its contribution to 





 Participation should be by informed consent 
 Confidentiality and anonymity will be honoured 
 Participation is voluntary and coercion should not be applied 
 Participation should not be onerous 
 Adverse consequences of participation should be avoided 
4.6.1 Informed consent 
The time between receiving the PIS and start of the weight management 
programme was considered to give the potential Participant sufficient time to 
consider participation in the study.  This was variable depending on date of triage 
and date of the weight management programme, but, in practice, was at least two 
weeks.  The interested potential Participant consented to share their contact 
details with the researcher (Appendix 4.3) and, if they were willing to join the study 
after discussion with the researcher, they signed another consent form (Appendix 
4.4).  At the beginning of each subsequent interview, the researcher ensured there 
was opportunity for the study participant to voice any concerns or queries around 
the research. The programme Leads were given a similar PIS with a similar time 
period to reflect over their participation in the study.  Those who were willing to 
participate provided written consent.  Both PIS had been reviewed by the study 
Steering Group, as outlined in Section 4.5.  They gave comments on the clarity of 
the information and ease of comprehension regarding involvement. Suggestions 
by this group were heeded and corrections made accordingly.  
4.6.2 Confidentiality 
Once participants had consented to participate in the study, they were given an 
identifier code for data analysis, reports and publications.  The database with 
identifier codes and participants’ names was filed securely, safely and separately 
from the data analysis and will be protected on completion for ten years. 
Computers storing this information are password-protected and access to this 
information is only available to myself as Chief Investigator (CI).  Working as an 
NHS employee, I follow the policies and Good Practice Guides of the NHS in 
respect of patient Information Security (Information Services Division, Scotland) 





reference number 1436). The rich nature of qualitative research could give 
information in great detail about a particular Participant, however, this research 
focused more on their views than their life history as in narrative or ethnographic 
research (Kaiser 2009).  A salient aspect was being cognisant of the small 
communities in the study area, not only were the Participants’ names kept 
anonymous, but also any other details that could identify them.  Damianakis and 
Woodford (2012) highlight that keeping Participants’ identities secret is at a higher 
risk of accidental disclosure in communities that are bonded geographically. 
Informing Participants of the methods used to protect their identity when 
presenting the study findings should be clear, but the extent of their anonymity 
should be discussed throughout the data collection (Kaiser 2009) and this I did at 
every interview.   
4.6.3 Coercion 
As Professional Lead for dietetics in this health board locality, I was responsible 
for the weight management pathways, however, this was only from a strategic 
level and not a practitioner level: this prevented any undue influence upon 
participants to take part in the study.  The potential Participants were offered no 
reward for taking part and no pressure was made to persuade them to participate. 
4.6.4 Benefits and risks to participation 
Being asked for an interview at a maximum of 3 time-points in 12 months may 
have proved burdensome to participants, but keeping the interviews to a maximum 
of 1 hour (as per the PIS) prepared the Participant for this.  In addition, there was 
an open discussion at the end of each interview on whether they wanted to 
participate at the next time point, and this was repeated before the next interview 
commenced.  Boynton (2005) advises this continual checking to ensure the well-
being of the Participant, especially if they had appeared upset by some of the 
discussions.  There was a possible burden of intrusion or inconvenience to the 
Participant when they were interviewed, but the intrusion into their private areas, 
such as home or work, was minimised by giving the Participant an opportunity to 
choose where these took place. The inconvenience of time was minimised by 





Participants also chose the method of contact for interview arrangements in case 
they did not want the intrusion of telephone calls to their house/work area.  In 
summary, the date, timing and venue of the interview was based on the 
Participants’ preferences. 
Conversely, some Participants find the time spent being interviewed to be a 
beneficial time (Coombs et al. 2016; Hutchinson et al. 1994).  The opportunity to 
talk to someone about their experiences, especially a health professional who has 
experience, knowledge and skills around their issues, can have a therapeutic 
effect:  this phenomenon has been described as ‘unintentional therapy’ (Hewitt 
2007).  This can happen in several ways:  as a dietitian with knowledge of weight 
management, the interview process is an ideal opportunity for them to find out 
more on weight loss.  Secondly, having someone listen to them in a non-
judgmental way can create an environment of reflection that can be conducive to a 
problem-solving session.  The explorations of their perceptions could create a 
deeper understanding of their own problems or others around them.  One 
Participant had a ‘light bulb’ moment when suddenly realizing that a relation had 
been hinting for help, but they had not heard this at the time.  Sharing their views 
about their family and friends and the ways in which they helped each other 
seemed to create an opportunity to reflect on family values.   
4.6.5 Adverse consequences 
The similarity between some qualitative research inquiry and therapy can be an 
advantage to the Participant; it could equally be a disadvantage when the 
researcher retreats and this support disappears.  In addition, the longitudinal, 
serial type of interviewing that was undertaken by some Participants in this 
research, could have enhanced this reliance by virtue of repeated interactions.  
Hewitt (2007) advises making the participant/researcher relationship clear at the 
onset and again throughout the research to remind both of their roles and the 
reason for the interview. To reduce this risk of an advisory or therapeutic session, I 
redirected any questions on weight management back to the programme Leads 
and if I felt that the Participant needed support for their health, I advised they 





Following the ‘Caldicott Principles’ (2013), the welfare and safety of the Participant 
was considered an utmost priority.  This research did not involve the Participant 
undergoing different treatments or drug trials:  instead they were only asked their 
views and I explored these.  The study had minimal risks and minimal burdens but 
there was a possibility that questions about losing weight or helping others would 
provoke memories of past events which could be upsetting.  I was careful to 
observe any distress, for example, if the questioning was too upsetting or lengthy.   
Regarding the Leads, I considered that there were unlikely to be any risks to them 
taking part.  The inconvenience of time or place for the focus groups were 
minimised by giving the Lead an opportunity to choose when and where these 
took place.  One group opted to participate by video-conferencing to save time 
travelling and because of this, we were able to arrange a time and date to meet.  
I was realistic in the research design to ensure it was feasible for the project, 
especially around the research settings, the research topic, and timetable (Ritchie 
et al. 2014).  The potential risks to the researcher when interviewing Participants, 
especially in their homes, are known to NHS staff, and I followed the NHSH 
Highland lone working policy.  I reflected on the amount of data I was collecting to 
ensure that there wasn’t more than was possible to process.  As a practising 
clinician, I also considered my time with work commitments. 
The qualitative approach for this research explored the views of those trying to 
lose weight and accounts described could sometimes leave me feeling emotional: 
sometimes drained, but often inspired by the Participants’ efforts.  I found I was 
motivated after data collection to move forward to collate an intervention from the 
stories I was privileged to hear.  My options for debriefing were mainly informal, 
from: supervisors, colleagues, and Steering Group members (Section 4.8.2) and 
allowed reflection to support self-care and self-development (Sanjari et al. 2014).   
This section around the ethical considerations in research has highlighted that, 
during this dynamic process, as researchers we should endeavour to be reflective 
and communicative in an honest and responsible way when engaging with our 
study participants. In the following section, I will address the research design and 





4.7 Research Design and Data collection 
4.7.1 Research Aim 1: the Participants (See Section 4.2.1) 
An important part of the research purpose is about Participants’ perceptions and 
the support they would find acceptable.  This governed the design and co-
development of an acceptable intervention.  The weight management journey is a 
long process with many stages, and an individual’s experiences and perceptions 
may change throughout, along with their requirements for support.  Participants 
may move from being motivated to make changes, to achieving weight loss, and 
then attempting weight maintenance (Prochaska et al. 2013; Greene et al. 1999).  
Their circumstances, according to life events and health, may also impact on these 
requirements (NICE PH53 2014; Lang and Froelicher 2006). For these reasons, I 
chose an iterative qualitative approach with a prospective longitudinal design using 
some serial interviews. I used cognitive interviewing (Section 4.8.6) to verify 
Participants’ views on the analysed data around the intervention development.   
In the next sections, I will outline the methods in which information was collected 
over the 12-month period (Table 4.2) and discuss the tools used to gain the rich 
textual information to meet research aim 1 of the study. 
Table 4.2: Outline of data collection time points at the weight management (WM) programme 
Time 
point 
Sample for data 
collection 
Significance of time Tools of data collection 
1 Study Participants 
(clients of WM 
programme) 




(some serial interviews) 
2 Study Participants 
(clients of WM 
programme) 
Post WM programme 
(3 months from start) 
Individual semi-
structured interviews 
(some serial interviews) 
3 Sub-sample of 
Study Participants 
(clients of WM 
programme) 
Post WM programme 
(12 months from start) 
Individual Cognitive 







4.7.2 Prospective Longitudinal design  
The advantages of longitudinal research have been discussed in the literature as 
not only showing change, such as a change in the needs for peer support in 
weight management, but also focusing on the perceived causes of this change, its 
complexities, and allowing exploration of the process of change over time (Murray 
et al. 2009).  Using this method of data collection increased the potential of the 
intervention developed in this study by providing evidence that appropriate support 
is given at a fitting time, in the best way, and by the most suitable person.   
In determining the number and time of data collection periods necessary in a 
study, Ritchie et al. (2014, p. 64) suggest that “the optimal design will reflect the 
dynamic of the process being observed and the research objectives”.  The 
timeframe for this research was designed to allow for the naturally lengthy period 
of time it can take to change behaviours to those that are conducive to weight loss 
(The Counterweight Project Team 2012; Prochaska et al. 2013).  The weight 
management programme used in this study is based on this progression and 
allows 6 sessions over 12 weeks for individuals to see effects of their changes.   
To hear Participants’ perceptions on the support they might accept, it was valuable 
for my understanding to interview them before they attended the weight 
management programme; when they had not yet had the benefit of learning how 
to make lifestyle changes or lose weight: classed as time-point 1.  To hear 
Participants’ perceptions on the support they could offer, it was valuable to 
interview them at the end of the 12-week programme, when they had had the 
benefit of the knowledge to make lifestyle changes and had achieved weight loss: 
classed as time-point 2.  These Participants were aiming to maintain their weight 
and may have been looking for a different, yet specific, type of support.  
It could be argued that one episode of data collection could be used to explore 
Participants’ perceptions around their present support needs and those they 
needed at the start of their weight management journey in a retrospective manner.  
But the complexity of the support researched in this thesis may double the 





data collection episode (Ritchie et al. 2014). Thus, it was more appropriate to 
collect data at two time-points. 
A Longitudinal design “involves more than one episode of data collection and 
usually involve the same people being interviewed more than once” (Ritchie et al. 
2014, p. 62).  Many longitudinal studies follow the same sample of Participants in 
order to describe the Participants’ changes, but this research question sought to 
explore the changes and requirements of useful peer support in a process – the 
weight management journey.  For this reason, the Participants in time-point 1 and 
time-point 2 need not necessarily have been the same Participant, and the 
Participants who were interviewed more than once, known as serial interviewees, 
are detailed in Appendix 5.1.  There is an advantage to this type of data collection, 
and Murray et al. (2009, p. 5) discuss this in their paper; that “Experiences since 
the last interview can be shared, with the earlier findings being developed and 
reflected on in the context of an evolving Participant-researcher relationship”.  
These expansions gained by serial interviewing included deeper descriptions 
around more sensitive issues that were excluded in initial discussions and 
provided more detail about the support that is needed, when it should be given 
and by whom which is the advantage of conducting serial interviews (Murray et al. 
2009).  
Because I wanted to explore the change in requirements of peer support as a 
process and not in relation to a Participant, I anticipated that it would not affect the 
research results if the longitudinal Participants were different across the time-
points, and indeed may even add to the sample diversity.  It is well documented 
that retention of participants in longitudinal studies is difficult, owing to changes in 
their circumstances, and attrition rates can be high due to health problems 
(Robson 2011; Murray et al. 2009).  For example, the overweight or obese 
individual may find that their additional co-existing morbidities will change their 
priorities, the motivation to lose weight, or support research.  Literature advises us 
to ensure the initial sample size for data collection is large enough to allow for 
attrition (Carduff et al. 2015), yet qualitative interviewing is self-limiting by its 
‘information power’ (Malterud et al. 2016).  In addition, it is important to 





available, and that interviewing more Participants than necessary is not realistic 
(Robson 2011).  The interview technique chosen was conducted in a semi-
structured manner and the next section explains this process. 
4.7.3 Semi-structured interviewing  
The techniques used in any data collection process should lead to a better 
understanding of the topic, allowing different perspectives to emerge, making the 
best use of time available (Glesne and Peshkin 1992).  The process chosen for 
collecting the data in this research was the qualitative interview, which Holloway 
describes as a “conversation with a purpose” (1997, p. 94).  By using set open-
ended questions, in the technique of ‘semi-structured interviewing’, the 
conversation allowed the Participant the flexibility to report on the beliefs and 
attitudes that shape their behaviours and actions within the context of peer-led 
weight management support.  This enabled probing, with additional unplanned 
questions, to explore in greater detail the Participants’ replies and any relevant 
information to reach a deeper understanding of the topic.  This ‘inductive’ and 
flexible approach generated a variety of themes, many of which had not be 
considered, and provided rich textual information (Robson 2011).  I actively 
engaged the Participants in discussion to “jointly construct knowledge about 
themselves and the social world … in a certain context” (Sparkes and Smith 2014, 
p. 83). 
Consideration of the data analysis is important at this stage and there should be a 
plan for how the information generated from the interviews can be feasibly 
analysed (Galletta 2013).  Deciding on an approach for data analysis after it has 
been collected is probably too late and too difficult to manage (Kvale and 
Brinkman 2009).  A planned interview guide (Appendix 4.6) controlled the data 
collection to a certain extent so that conversation was steered to meet the aims of 
the research purpose thus giving it some structure.  This facilitated a reduction of 
irrelevant information and allowed the focused information to be themed and 
sorted more easily (Section 4.9.9).  
The first part of the interview guide allowed the Participant to talk freely and 





intervention as short vignettes (Appendix 4.6) to provide a more concrete example 
of what the intervention might look like (Hoddinott et al. 2013).  This enabled 
Participants to reflect on a situation they may not have considered, or experienced 
or found too sensitive to talk about.  This method of bringing a topic into the 
discussions gave further understanding of peer support (Blodgett et al. 2011).  
I considered structured interview techniques too inflexible to explore opinions and 
feelings around the research questions (Sparkes and Smith 2014) and these were 
not used in the study.  On the other hand, unstructured interviewing was 
considered but was dismissed because of the possibilities of generating a high 
volume of data that may not fulfil the research questions; it is also time-consuming 
and more difficult to sort and analyse (Holloway 1997).  
4.7.4 Iterative questioning 
I analysed the data as each Participant’s perceptions emerged, and used the 
findings in further questioning: a process known as iterative questioning.  This 
style of data collection allowed analysis to be checked and interpreted continually 
and new topics or views of interest were identified for further probing at the next 
interview or time point (Pope et al. 2006).  This method of data analysis allowed a 
focus not only on the end result of the research but also on the process itself 
(Moore et al. 2015).  This also allowed any errors in the research design to be 
identified and altered during the course of the research and built in a method of 
concurrent verification.  The iterative process allowed flexibility in data collection to 
follow pointers within the purpose and objectives of the research (Silverman 2010).  
The plan of inquiry evolved from the original interview guide and, as the study 
moved forward, I was able to follow the direction of inquiry (Avis 2005; Holloway 
1997) which ensured that the Participants’ perspectives were captured.  
4.7.5 Cognitive interviewing  
To support the design and development of the intervention, I chose to carry out 
Cognitive interviewing at the final 12-month time point.  This is an evidence-based, 
qualitative procedure used for evaluation based on the ‘Think aloud’ interview 
(Beatty and Willis 2007) and verbal, ‘concurrent -probing techniques’ (Willis and 





Participants and asks them to reflect on the key themes.  These techniques allow 
an insight to the thoughts of those Participants viewing the information and can 
help determine whether the message is understood in the way the authors intend 
(Beatty and Willis 2007).  The final draft of the Participants’ perceptions on peer 
support from the iterative analysis and the interpretation of their views was collated 
into a leaflet as part of the intervention development process.  This leaflet was 
shown to a sub-sample of the Participants and a set of questions (Chapter 7) was 
asked to find out whether the leaflet ‘fits the purpose’ of guiding peers to support 
others in acceptable way.  The processes used were to determine: 
 Non-cognitive defects of the product 
 Comprehension of the product message and its match to their views 
 Interpretation of terms within the product  
 Knowledge learned from the product 
This method of interviewing uses a purposively selected small sample: it is not 
intended to represent a certain population, but to highlight the thoughts of those 
reading the materials (DeMaio and Landreth 2004).  The guidance around 
participant samples advises aiming for maximum diversity (Beatty and Willis 
2007).  The recommended numbers for interview are as small as six, as this is 
considered enough variation for effective evaluation (Willis and Artino 2013).  
The intervention leaflet was based solely on the views of the Participants and my 
interpretation of these from the data analysis, and these were collated using the 
same language that the Participants had used.  I felt that there should be some 
evaluation by the Participants on how faithful the representation of their views 
were, and how usable the product was (Section 4.8.3).  I am a dietitian, with 
limited skills at technical writing and document design, and felt that the collated 
intervention leaflet could benefit from the views of the intended recipients of the 
intervention.  The following section outlines the data collection procedures with the 
Leads and Table 4.3 illustrates this. 
4.7.6 Research Aim 2: the Leads (see Section 4.2.2) 
In the following sections, I will discuss the choice of focus groups as my method of 





bringing the proposed intervention to the attention of their clients.  After analysing 
the Participant data that were collected, their findings were summarised and 
relayed to the Leads at the beginning of their focus group interviews at time-point 
4 (Table 4.4). 
Table 4.3: Recruitment and data collection time point of the Leads of the weight 
management (WM) programme 
Time 
point 
Sample of data 
collection 




Study Leads at 12 
months 
(Leads of WM 
programme) 
Post participants interviews at 
time point 1 and 2 on their 
perceptions of peer support  
Focus groups 
 
4.7.7 Focus groups  
Focus groups are considered to work well in exploratory research and can provide 
an opportunity for collective interaction (Sparkes and Smith 2014).  These 
interactional dynamics, sparked by different perspectives, can be used for 
challenging, developing, extending or building on many views and ideas.  For 
these reasons, I considered it an appropriate method of data collection to fulfil the 
second research aim.  Moore et al. (2015) outline the advantages of inviting those 
with a shared interest, which I have interpreted in this study as those delivering the 
weight management programme and potentially in regular contact, as this 
generates rapport.  But equally, Moore et al. (2015) outline the possible 
disadvantages of a focus group when members perceive they have less 
experience and knowledge compared to the rest of the group and avoid giving 
perspectives that may conflict with the statements of others.  This could result in 
the researcher hearing fewer perspectives and even hearing skewing consensus 
of views.  I was aware of the possibility that this method of data collection could be 
influenced by the diversities of the group, but this I offset with the benefits of 
having those different experiences and perceptions.  I planned to observe the 
groups’ interactions to prompt views from any members that appeared quieter.  In 
addition, the groups invited would be of 2 or 3 members which could promote the 





To support accessibility at convenient venues and to prevent excessive travel 
across the locality, the study Leads were invited to participate in the focus groups 
by a mode of their choice:  either face-to-face or by teleconference at the venue of 
the Leads’ weight management class or the researcher’s workplace.  The use of a 
planned topic guide focused the conversation (Appendix 4.7) to meet the aims of 
the research purpose and reduced the risk of an unrealistic number of topics being 
discussed (Flick 2006).  However, I aimed to balance this set guide by allowing the 
members of the group to generate discussions by their interaction and introduce 
topics spontaneously (Berg and Lune 2012). 
4.7.8 Data collection procedures for Participants and Leads 
The setting for the research is discussed in detail in Section 4.5.2 and the initial 
approach, invitations and consent procedures, are outlined as per the ethical 
approval process described in Section 4.6.  Interviews were commenced with the 
Participants and Leads.  Participants were interviewed alone, apart from two in 
time-point 1, whose partners (one female, one male) stayed in the background and 
did not answer any questions or intervene with the discussions as directed by the 
participant.  Leads were interviewed in groups of 2 or 3. The interviews were 
carried out at various sites and at different times to suit.  These were the: 
Participants’ or Leads’ workplace; the venue of Participants’ or Leads’ weight 
management class; the Participants’ home or the researcher’s workplace.  With 
the permission of the Participant and Leads, the interviews were digitally recorded 
and transcribed verbatim by the researcher to gain familiarity of the emerging 
concepts.  The interviews were anonymised and stored securely according to the 
ethics approved protocol.  Recordings were destroyed as soon as the accuracy of 
the transcripts had been checked and it was certain that they would not need to be 
referred to again. 
4.8 Method of Data analysis 
This section looks at the procedure for data analysis and the process used is one 
developed by the National Centre for Social Research in the 1980s – Framework 
analysis (Ritchie et al. 2014).  Gale et al. (2013, p. 4–5) discuss this method of 
data analysis from data collection to interpretation in 7 steps: “transcription, 





framework, applying the working analytical framework, charting data into the 
framework matrix, and interpreting the data”.  The aim was to capture the 
Participants’ perceptions on helping their peers and the Leads’ perceptions on 
supporting this.  To interpret their meanings, a method of analysis approach 
known as ‘substantive’ (Ritchie et al. 2014) was used, because the focus of this 
study was to explore what Participants and Leads were saying as opposed to how 
they said it.   
4.8.1 Transcription and familiarisation 
Transcribing the digitally recorded interviews enabled me to become familiar with 
the content.  Due to the iterative nature of the data collection, I transcribed the 
audio recording after each interview and reflected on the themes as they emerged, 
in a form of continuous analysis.  It was apparent after reading the first transcript 
that the topic guide and open questions had generated discussion that was 
relevant to peer support.   
4.8.2 Coding and developing a working analytical framework  
Identifying a range of data, also known as ‘codes’ (Gibbs 2007), and sorting them 
under initial themes and sub-themes by time-points, allowed them to be compared 
according to their meaning and similarities to other data (Ryan and Bernard 2003).  
This process of coding or grouping sections of data enabled me to see patterns 
and, subsequently, new insights to the data collection and thereby supported the 
progress of the analysis.  The 30 individual and 4 group interviews generated a 
large volume of text, and Table 4.4 illustrates the spread of the original themes 
from the framework analysis by time point.  The full list can be viewed in Appendix 
4.8. 
 
Table 4.4: Themes and sub-themes analysed at each time-point 
 Time point 1 
Participants 
Time point 2 
Participants 
Time point 3 
Participants 
Time point 4 
Leads 
Themes 8 3 7 3 






To ensure the quality of this procedure, the thematic headings were checked to 
ensure they were representative of the data listed under them and that patterns 
were noted and consistently themed.  The first three transcripts were 
independently reviewed by my two supervisors, and the codes were considered to 
be relevant and appropriate.  When I considered that there was code saturation, I 
moved to a second level of management – applying the framework. 
4.8.3 Applying the working analytical framework 
Using a Computer Assisted/Aided Qualitative Data Analysis Software (CAQDAS) I 
organised and managed the large amount of data.  The package chosen for this 
was NVivo 10 and, with the support of tutorials, I learnt the steps to run the 
collected data through this program.  Its main function is organization, and the 
process effectively reduces the data to a number that is relevant and manageable 
(Davis and Meyer 2009).  The transcripts were loaded into NVivo and data having 
the same meaning were indexed together for interpretation (Miles and Huberman 
1994).  This subjective procedure requires repeated questioning over which data 
should be part of which theme, and is considered to be the foundation of further 
analysis and interpretation of the findings (Robson 2011).  
4.8.4 Charting data into the matrix 
The Framework Method of Analysis approach was used to provide a matrix to 
manage the cases or participants, and codes for themes and sub-themes of the 
Participants’ perceptions were applied.  The thematic matrix provided the 
opportunity to summarise the dialogues with a couple of sentences.  My intention 
was to write these sections of themed conversation in the language of the 
Participants so that the spirit of their thoughts was not lost, yet was accurate 
enough to negate the need to refer back to the original transcript (Ritchie et al. 
2014).   
4.8.5 Interpreting the data  
Whilst I reflected on the text, I was able to write memos of my thoughts ensuring 
these were not lost when writing up the findings (Corbin and Strauss 2008; Glaser 
1978).  Needing a separation of my thoughts from the Participant dialogue, I 





explore the findings for patterns and themes between and within the Participants 
or Lead groups: a comparison and contrasting action (Gale et al. 2013).   
A developing picture of peer support in weight management emerged (Ritchie et 
al. 2014) and using the ‘model’ function in NVivo, a thematic map was drawn to 
visually support understanding (Figure 4.3).  This visual thematic map helped me 
to develop initial reflections on the findings, and highlighted the overarching 
themes and common links that ran through the data.  Although a connection may 
not be a specific finding in itself, it indicates further exploration (Ritchie et al. 
2014).  The example model shown (Figure 4.3), shows how the themes from the 
Leads focus groups are linked by their discussion around the opportunities for 
delivering the intervention, and this supported my interpretation of their 
perceptions, presented in Chapter 6.  I produced nine of these visual maps: four 
on the barriers and facilitators to peer support for time-points 1 and 2 from the 
Participants’ perspective; four from the Leads’ perspective on how to introduce the 
intervention, when and in what way, and the opportunities (Figure 4.3) for doing 
so; and one as a logic guide to the proposed research intervention design and 
development (Figure 3.1).  Only two are included in the presentation of this thesis 












Framework Analysis cannot manage highly diverse information:  it is an approach 
designed for applied research for a specific purpose and “is most commonly used 
for the thematic analysis of semi-structured interview transcripts” (Gale et al. 2013, 
p. 2).  I considered that it fit well in this research because the topic guide had 
helped to focus the discussion to specific areas with the specific purpose of 
intervention development.    
In summary, in this chapter, I have described and justified the methodology 
chosen to meet the research purpose which was guided by the MRC framework 
(Craig et al. 2008) and the BCW (Michie et al. 2014).  I have detailed the ethical 
sampling for diversity, recruitment, and types of data collection with individuals and 
focus groups, including serial, longitudinal and cognitive methods.  The generation 
of themes and sub-themes from the data analysis, and organized by the 
framework method, will now be interpreted to gain some meaning from it (Miles 
and Huberman 1994): Chapter 5 will focus on the findings from the Participants’ 







Chapter 5: Findings from the 
Participants’ perspective on a peer-led 
weight management intervention 
5.1 Introduction to the chapter 
In this chapter, I shall be exploring the themes that emerged from the Participants’ 
perceptions of peer support.  Within their social environment, it is these themes 
that determined a peer’s acceptability of an intervention to cascade support and 
that provided information for the first research aim: 
To find out whether clients perceive they have the capabilities, opportunities and 
motivation to offer or accept informal peer-led weight management support. 
5.1.1 Participant sample characteristics 
Twenty-one Participants from three weight management programmes in three 
different localities accepted the invitation to participate over three time-points.  
Table 5.1 shows their characteristics.  From three programmes: 12 clients were 
recruited from programme 1, held in a Remote Small Town; 5 from programme 2, 
held in an Urban Area; and 4 from programme 3, held in a Very Remote Small 
Town.  No Participants withdrew after an interview had been scheduled, however, 
14 Participants elected to be interviewed once, and seven were serial 
interviewees; of these, five were interviewed twice, and the remaining two were 
interviewed three times.  The invitation of other weight management programme 
clients to participate in the original sample made up for attrition at the second and 
third time-points of data collection.  This had additional benefits; it increased the 
sample diversity that was not available at the first time-point, and enabled new 
perceptions as well as continued thoughts to be gathered from the existing 
sample.  
My aim to recruit a typical sample, as similar as that of the weight management 





Participants at 28% of the total Participant sample matched the male programme 
attendee figures of 27%. 
Due to difficulties around finding venues and obtaining/training new staff 
resources, only four weight management programmes were ready for delivery by 
January 2016.  From these available programmes, two Leads were not able to 
recruit any participants (see Section 8.3.1 on gate keeping). 
Table 5.1: Sample characteristics of recruited Participants 
Age Group Time-point 1: 






















30–39 1 2 0 
40–49 2 2 1 
50–59 4 3 1 
60+ 5 5 4 
BMI    
25–29.9 (overweight) 0 2 0 
30–39.9 (obese) 5 5 3 
40–49.9 (obese) 4 2 2 
50+ (obese) 3 3 1 
Gender    
Women 8 8 4 
Men 4 4 2 
Area of residence  
(Scottish Government 2014) 
   
Large urban area 1 1 1 
Urban area (UA) 4 3 1 





Very remote small town 
(VRST) 
0 4 0 
Accessible rural 1 0 1 
Remote rural 0 3 1 
Work status    
Not working 10 6 5 
Working 2 6 1 
Social status    
Lives alone 3 1 1 
Lives with others 9 11 5 
 
At time-point 1 (see Table 4.2), 12 participants from two weight management 
programmes consented to participate in the study, and I considered their 
perspectives to give a saturation of views.  Participant characteristics did not cover 
all variations; namely: BMI classifications, (overweight) or classifications of post 
code (remote rural and very remote small town).  In addition, there was only one 
Participant in the younger age group (30–39) and one in the older age group 
(70+), and only two Participants were employed in a working status.  
At time-point 2 there was attrition from those who had either dropped out of the 
programme or were unable to participate in these post-programme interviews – 
seven in total.  This reduction in number, plus the gaps in variation of diversity, led 
to new invites being issued to clients from a third weight management programme 
that had started after January 2016.  This resulted in a greater diversity of age 
range, BMI category, and urban/rural classification of postcode of residence.  
Twelve participants from three weight management programmes consented to 
participate, and I considered that their perspectives provided a saturation of views. 
At time-point 3, six Participants were recruited for cognitive interviewing of the 
draft intervention leaflet, and this was as diverse a sample as possible, even 






5.1.2 The chapter layout 
This chapter presents the interpretation of the findings from the Participant data 
analysis.  These are organised by the high-level components of behaviour change, 
(COM-B, Michie et al. 2014), which were decided a priori; the absence or 
presence of these act as facilitators or barriers to acceptable peer support.  
However, they are discussed in the order in which they were dominant in the data: 
Opportunity, Capability and Motivation.  Although these three theoretical 
components were applied as an approach to the analysis, they are not separate 
entities and their interaction is apparent in the real world; they influence and are 
influenced by each other.  Where there is substantial overlap of themes across the 
theoretical components, I have signposted those sections that explore the theme 
from a different view: Figure 5.1 summarises the three theoretical components and 
the key themes. 
 





The remainder of this chapter focuses on the eleven themes identified in the 
Participant data at time-points 1 and 2, and these are outlined in Table 5.2; I 
discuss my interpretation of these findings in the following sections, 5.2, 5.3, and 
5.4.  Participants’ data are presented by verbatim quotes to illustrate the identified 
themes.  The coded quotes represent the time-point of the interviews (1 or 2), 
followed by the Participant number and gender, man (M) or woman (W), to help 
contextualise their quotes (the full list of Participant codes can be found in 
Appendix 5.1).   
Table 5.2: Themes identified from the Participant data that are barriers or facilitators to peer-
led weight management (WM) support, organised by COM-B 
5.2: Opportunity  5.3: Capability  5.4: Motivation  
 5.2.1  The opportunity for 
support within participants 
social network  
 
 
5.2.2 The opportunity for 
support and the readiness 
of peers to change  
 
 
5.2.3 The opportunity for 
support presented by social 
occasions or crises 
 
 
5.2.4 The opportunity for 
support governed by time 




5.2.5   Participants 
awareness of the 
opportunity for support     
 
5.2.6  Summary: 
‘Opportunity’ 
5.3.1 The types of 




5.3.2    The capability to 
support resulting  from 
participants own 
experiences   
 
5.3.3  The capability to 
support subsequent to 
participants completion 
of the WM programme 
 
5.3.4  The capability to 
offer support in a 
manner that participants 
perceive peers would 
find valuable 
 
5.3.5  Summary: 
‘Capability’ 
5.4.1  The motivation to 
support and the 
readiness  of peers to 
change 
 
5.4.2  The motivation to 
support and the 











Participants’ perceptions around the opportunity to offer and receive support are 
discussed first, followed by peers’ readiness to change and how this impacts on 
the opportunities for support.  The third part presents the Participants’ thoughts on 
the effect of social occasions on support followed by the availability and 
accessibility to support and, finally, the social cues and traditions that create 
opportunities to offer and accept support.  
5.2.1 The opportunity for support within Participants’ social networks  
Participants talked about those around them in their social network who present an 
opportunity to offer or accept support for weight management.  There was a 
consensus from all Participants that they had an opportunity to provide support 
because they all knew of someone who had a problem with their weight.  These 
were: spouse, sibling, the generation below, the generation above, work 
colleagues, acquaintances at groups attended, friends, neighbours, partners of 
those they know, and others they didn’t see locally but were in touch with via 
various technologies.   
There were comments about the peers from whom Participants would not offer or 
accept weight management support.  Some peers would not have the acceptable 
characteristics or share the common ground that Participants felt would present an 
opportunity for support.  Participants talked about these preferred peer 
characteristics and gave variable views.  Participants did not point to one stereo-
type when describing the desired attributes of their weight management support 
peer, but they felt that it could not be just anyone – there were conditions attached.   
Commonalities were one important condition highlighted as creating opportunity 
for support, and Participants felt a shared problem of obesity was the most 
important commonality.  Other commonalities were around sharing similar goals, 
having similar social backgrounds, and having similar life experiences.  Describing 
how her daughter was too young, and her aunt too old for her to have anything in 






I’m 10 years older than S but she tells you how it is: she lays her cards right 
on the table. She doesn’t banter about and try and hide things and I’ve 
admired that about her for nine years and so we get on good … I would 
probably listen more, if they are on the same wave length, you know, and 
we are eating the same things. (1.15W) 
Likewise, another comment was the commonalities looked for but not experienced 
at the local commercial slimming club: 
The people I have met there that have been younger and have made it a 
kind of religion to lose weight … I just look at them, I don’t want to go there, 
I prefer the same kind of peer group.  (1.13W)  
Having comparable physical health was another desired commonality and poor 
health or poor mobility was a barrier to taking up opportunities to support or be 
supported by others.  One Participant described an incident when a mobile 
acquaintance invited him out walking, providing a potential opportunity for support 
that unfortunately did not materialise: 
I would hold him up though because I would take too long to walk.  I left that 
hostel one day and the boy that came out with me said: ‘Listen big man, I’ll 
need to go’ ….. Once I get past 10 yards I go at a snail’s pace.  (1.20M)  
A disappointed Participant went into further details to say that family and friends 
accepted her poor health and her inability to join in, but they did not give her an 
opportunity to take part in an easier activity (1.18W).   
There were many positive comments on the advantages of supporting someone 
with whom they had a close relationship.  The closeness enabled these 
Participants to see how miserable or sensitive the person was about their weight, 
but it did not prevent them from broaching the subject:  
She is struggling with her weight, but I do know what is happening in her life 
at the moment and I worry for her … she’s got problems but she’ll phone 
me up and we’ll talk about them.  (2.12W) 
Some Participants felt that their closeness gave them an insight into how best to 
gain an opportunity to give that support (and the capability, as discussed in 





Rather than being dictatorial I think it’s that recognition that there’s times 
that you can say to her:  ‘Do you really need it (a cake)?’ But there’s other 
times where it’s not appropriate to say that.  (2.21M) 
On the other hand, supporting a close member of their social network was viewed 
as a difficult task for some. They described the potential risks to these 
relationships that decreased the opportunity for support (potential risks to the 
participant’s health and the subsequent impact on their motivation for support are 
discussed in Section 5.4.2).  One husband, regarding his wife, commented that: 
Supporting somebody who’s close to you is much more difficult I find ……. 
familiarity can breed contempt.  (2.29M) 
There were further comments from mothers talking about the problems they 
perceived from supporting their daughters.  Some felt their relationship was too 
precious to risk: 
That’s very difficult with my daughter because I mean … I don’t want her to 
hold that against me but I do keep trying … (2.25W) 
5.2.2 The opportunity for support and the readiness of peers to change  
Participants commented that if they or their peers were not ready to make any 
lifestyle changes, then they would not accept or offer support: this theme was 
identified as a major barrier to opportunities for support.  In addition, it affected the 
participant’s motivation to offer peer support, and this theme is revisited and 
discussed in the Motivation section (5.4.1).  
Participants made assessments of peers’ readiness to change through informal 
conversations, using listening skills and making observations of their peers’ 
behaviour.  Participants gave many reflective comments around seeing peers 
trying to make changes or even just hearing them talk about changing, and this, 
they felt, gave them an opportunity to offer support (and drove their Motivation to 
do so; see Section 5.4.1).  This participant’s daughter talked about wanting to do 
something about her weight: 
I think she might listen to me this time, I see she is annoyed with herself 





Opportunities that demonstrated a move in the right direction towards behaviour 
change should not be ignored:   
Well if someone made a point of coming to ask you I don’t think you could 
turn them down.  (2.26W)  
On the other hand, participants talked about a peer’s lack of readiness to make 
changes having reduced the opportunity to offer them support.  In this example, 
the participant highlights seeing and hearing her daughter’s lack of readiness to do 
anything about her weight and how it influences her mother to hold back from 
saying anything:   
I couldn’t help my elder daughter … she’ll say, ‘I’ve put on a lot of weight,’ 
but she doesn’t really do much about it! ... She will squeeze into clothes that 
are too small and moans how tight they are and I feel like saying:  ‘Do 
something about it or buy a size bigger,’ but that wouldn’t go down very 
well.  (2.25W)   
Participants talked about the advice they had been offered when they were not 
ready to change (see Motivation, Section 5.4.1) and this participant in particular 
commented on how it prevented her from taking up the opportunity for obtaining 
support:  
She would tell me that I need to do something about my weight … that I am 
far too big for my height and my health.  And she would give me lectures 
and they were constant … (1.15W) 
However, when the participant had stopped grieving for the loss of her partner, 
and could address her own health, she sought help:  
… I wasn’t doing it because she was telling me to do it, I was doing it 
because I realised I needed to do something.  (1.15W) 
Participants talked about other signs showing that peers were not ready to make 
changes.  One of these signs was a reticence towards the topic of weight 
management: 
I kind of got the impression that she just didn’t really want to help me put up 
the posters for the weight loss class.  And I might be jumping to conclusions 
but I wondered if she thought that I might want her to come to the class 





This participant did not feel that she could ask her peer about their reluctance to 
help, and this inability to broach peer support is discussed further in the Capability 
section (5.3.4).   
Participants also identified when peers were not ready to change by their denial of 
the link between their obesity and their ill health.  In this example, the peer 
demonstrated giving a low importance to making lifestyle changes and thus 
reduced any opportunity that the health professional participant had to offer in 
terms of support: 
I do have a lot of very overweight and obese patients and I say to them, you 
know, what’s your thoughts about your weight .… and somebody says: ‘I 
know plenty of folk that are overweight and they are fine,’ and you just know 
that’s the end of that conversation.  (2.23W)  
Past experiences of trying to help a peer guided participants’ decisions to not offer 
support if they felt it was an inappropriate time: 
When I go shopping with her and she puts a really big bag of crisps in her 
trolley I, want to say: ‘Put them back,’ but she has said, ‘I’m not in the right 
place, I need them,’ they’re like a crutch.  (2.27W)   
5.2.3 The opportunity for support presented by social occasions or crises  
One theme rich in descriptive text was related to the opportunities for peer support 
during times of social occasions or crises.  Some of these occasions provided 
Participants the opportunity to experience some positive support for weight 
management (one of which is explored in more detail under the heading of ‘role 
model’ in the Capability section; 5.3.4.)  One Participant commented on the sad 
occasion of ill health creating an occasion for peer support, and this is also 
described later as a benefit of giving support in the Motivation section (5.4.2).  But 
here, this close moment is perceived to be an opportunity to support her nephew 
with the added benefit of distraction:  
His mom had been, had been unwell, but then she was diagnosed with 
cancer so I just gave him something to … helped him as well … it brought 
us that bit closer because I felt he could speak to me because through 
speaking about that (his weight problem), he wouldn’t think about his mom 





There were many negative outcomes from social occasions where Participants did 
not receive peer support conducive to weight management.  Regarding any 
hospitality they had received, both in the home and outside within the wider social 
network, only a few Participants talked about receiving opportunities for eating 
healthily.  This component of behavioural change interacts and overlaps greatly 
with the providers’ capability to offer foods that are supportive of weight 
management, and their motivation to do so when they would appear generous and 
provide rich food in plenty.  This hospitality attitude decreases opportunity for 
weight management support: 
A best pal, he’s overweight like myself, but if I go to his house it’ll be a 
Budweiser and a take away, and he just has mountains of stuff … takeaway 
stuff … and I just sat shaking ma head.  (1.20M) 
She (a friend) wouldn’t come without a cake. And I said, ‘Don’t bring the 
cake because I’ll eat it.’ But she brought them a couple of times each week 
and if she was off work that day the cake would be bigger.  (1.19W) 
Negotiating support for the reduction in availability of high calorie foods appeared 
difficult: some Participants felt they could not be direct in asking for healthy foods 
and had no right to expect anything different: 
You can’t live in a vacuum: just because I’m trying to lose weight doesn’t 
mean to say everyone else in the family is penalised by that. I can’t not 
have crisps in the house because my daughter wants a packet now and 
again, or my husband wants a packet now and again and that’s something I 
have to deal with:  it’s my black beast.  I have to cope with that … but I feel 
sabotaged (laughing).  (1.17W)  
Similarly, this Participant wanted family meals to be an opportunity for support:  
I feel that I need someone to stand over me with a big stick. If I just decided 
we’ll have a pie today – we haven’t had one for a while – he (husband) 
would cook me a pie and make some chips with it, something like that. And 
when we share he knows to give me the biggest half and I accept it.  
(1.13W) 
On the other hand, one Participant was quite clear that he only wanted his wife to 





I feel I was being denied (his wife had given him a small portion) … it was a 
smaller turkey pie than before and that made me angry.  (1.16M)   
Eating out with peers also took away the opportunity for healthy eating support, 
and this time the Participants were unhappy that they were encouraged to overeat: 
When I went to Glasgow, with a friend, we went for lunch. We had a nice 
meal and I was persuaded to have a dessert.  And I had this almighty 
dessert and I felt so ill after this. And the friend knew I was on a diet, and 
she has a weight problem as well. And she wanted a dessert, and she was 
quite huffy because I wasn’t going to have one.  So I capitulated and had a 
dessert, and then felt ill for the rest of the day.  (1.18W) 
We would go through the mixed starter, have your main course and have a 
bucket of rice, Yum Chow it was, so we had two buckets of rice at one time 
between us, two, and then we had a sweet.  That’s why I don’t go out with 
him that much, I’m not picking on him but that’s what was usual for us.  
(1.16M)  
5.2.4 The opportunity for support governed by time and place  
Participants commented on their availability to offer support and these views were 
about finding a suitable time and place for the support to happen so that it was 
achievable.  In addition, this theme is about the self-preservation of their health 
and is mentioned again in Section 5.4.2.   
A Participant talked about her work colleague who had asked about the changes 
she had made to lose weight.  She outlined the time she felt she could spend 
supporting him:  
I wouldn’t want to have to sit and listen to him every day (laughing) but 
certainly once a week if he wanted to touch base and say: ‘This is what I’ve 
done and what I’ve achieved this week and this is what I want to achieve 
next week’; at least certainly once a week.  Usually we have some time to 
chat about non-working things.  (2.23W)  
Overall, the Participants felt that support could be offered or accepted in the 
places that they normally would interact with the others:  either by way of a regular 
phone call; or a usual meeting place.  There were comments about accessibility to 





Well, I look forward to her phone calls anyway as it’s not just about food; it’s 
about how she is doing and other things.  (2.25W)  
Finding time to help was not always perceived easy.  Knowing of someone in 
particular she could help, there were difficulties in finding an opportune time and 
place to do that:  
I work full time and she works part time so … no I couldn’t see that fitting in 
… so it would have to be opportunistic or be on Facebook.  (2.24W) 
There were further comments from past experiences around the lack of 
opportunity for useful, practical support in their social circle.  One Participant felt 
her mother or aunt had been too busy to give her the opportunity to learn about 
healthy cooking or the importance of being active (Participant 1.12F).  Another 
talked about caring for her mother without help from her brothers: they had not 
offered her a break and she perceived this gave her no opportunity to make 
healthy meals or to exercise (1.19W).   
The theme of time that facilitates or prevents opportunities to offer or accept 
weight management support is presented, and the last paragraph highlights the 
lack of offers for help.  This may have been down to unclear signals or missed 
messages that support was needed or offered, yet, on the whole, Participants 
preferred these socially acceptable, indirect methods.  This next section looks at 
this new theme in detail.  
5.2.5 Participants’ awareness of the opportunities for support 
Participants spoke in detail about the opportunities for obtaining support and they 
were clear that support should be proposed in a way that is acceptable to both the 
peer offering and the peer receiving support.  There were only a few positive 
comments around directly asking for support and these were in situations with 
someone they were very close to.  This Participant did not worry about offending 
his three daughters: 
And I tell them when they come in not to bring cakes and buns in when they 
come to visit.  ‘Cos I’ll eat them,’ … I told them last week, I was fed up 
telling them.  Aye, I tell them:  ‘That’s the only time I eat junk is when you lot 





Instead, most comments about gaining or giving support were based on an indirect 
approach.  This method was about the setting being conducive for open and 
informal communication with someone within their social network that allowed the 
Participant to judge whether it was a good time to raise the topic of weight: it is a 
more subtle and covert  technique.  There appeared to be many reasons for this 
preference and one widely held view was about not wanting to offend their peers 
by appearing to be critical of their obesity.  One Participant mentioned that her 
daughter did not like anyone to talk about her weight unless the daughter 
introduced the idea:  
She would just moan and say, ‘Oh I’m so heavy,’ and I would then start to 
discuss my programme with her or how she could go about it. She knows 
it’s her weight that’s the problem but she gets very uppity about anyone 
mentioning it to her.  (2.27W) 
Another view that supported indirect methods for support was Participants’ 
anxieties that they would not be able to accept a direct offer of help and may 
cause embarrassment to both parties. Participants acknowledged that they may 
not be ready to accept help and would need some time to consider the offer; one 
example given of a preferred indirect method was texting – this would give them 
some time to:  
Gradually be persuaded to accept help. (1.13W)  
Texting was seen as a method of keeping an offer on hold that did not require 
justification for refusal at that point of time.  Explaining the awkwardness around 
opportunities to offer weight management support, this participant noted:  
The strange thing, if someone has got the common cold or the ‘flu or some 
aches and pains, I would say: ‘I think you should do so and so,’ but funny 
thing about weight is that you are reluctant … personally I feel reluctant to 
bring that up directly.  (2.29M)  
The negative outcomes from not accepting direct offers of support were worry, 
anger and acting in an unhealthy way.  This links in with the way that support is 
offered, as outlined in Section 5.3.4, and the types of support participants prefer, in 





Moving from comments made around the negative consequences of direct offers 
and requests for support, Participants talked about the opportunities for support 
using indirect approaches.  Participants reported the times someone had shown 
interest in their weight loss, making them feel they had an opportunity to say more.  
One example of this indirect but acceptable approach came about in general 
conversation between a Participant and an upstairs neighbour:   
One of the days she said: ‘You’ve lost a bit of weight … how did you do it?’  
‘Well,’ I said that I’m going to the weight management class … so I think in 
fact last week she told me she had asked her doctor and she is going too.  
(2.12W)  
A theme of opportunities through listening for cues was highlighted in many 
comments as being a valuable method to hear an indirect request for support.  
This Participant spoke about the way he offered support to his wife, again 
overlapping with Capabilities in Section 5.3.4: 
I would tread quite carefully … I think I’m fairly good at picking up on cues 
on where to go with a conversation and the non-verbals as well.  (2.29M)  
There’s always the opportunity (to talk) and sometimes you just need to 
listen intently to find out what the message is. (2.21M) 
Hearing these indirect requests for support was widely viewed as generating an 
opportunity to raise the topic of support:  
I don’t think I would initiate it (support) but if someone said, ‘I’m fed up with 
my weight,’ I would say have you tried, you know, doing this …   (2.25W)   
However, Participants commented on missed opportunities for support due to their 
preference for indirect approaches. These were based on the difficulties in 
recognising the cues for requesting or offering support.  This husband talked about 
the problem he faced in conversations with his wife:   
She would probably bring it up (a hint that she wanted support) and sort of 
slip it into the conversation.  It’ll be mixed up in that and it’s up to me to 
identify this is what she’s really asking so I would have to be a little bit 
perceptive and I’d probably recognise that and provide the information that 





He related that he ‘probably’ recognised the request, but he was not totally 
convinced that he always did so, thus missing opportunities to help.  Another 
Participant, when reflecting on a conversation with a relative, realised she had not 
recognised a signal for help and her relative’s indirect plea went unnoticed.  This 
example resulted in no support being offered:   
I realise now that when my sister raised the topic of weight when relating 
her conversations with the health visitor … she gave me a way in.  (2.24W)  
5.2.6 Thematic summary – ‘Opportunity’  
Participants identified many opportunities to support and be supported by peers of 
their social network both physically and socially.  They didn’t describe a specific 
preference but gave conditions for attributes of similar goals, backgrounds, health 
and life experiences.  Offering support to someone close seemed to have both 
benefits and risks and again was a very individual preference. Participants 
recognised that not all their peers were open and available for support due to 
these peers not being ready to make lifestyle changes (covered in more detail in 
Section 5.4.1). They talked about the effects that their social network and culture 
had on their opportunities to eat healthily and often this culture of hospitality and 
generosity manifested in foods not conducive to weight management.  There were 
anxieties about the ways in which support is offered, in either dictatorial versus 
indirect ways (Section 5.3.4), which reduced opportunities for support.  
Participants felt that, for an opportunity for support to be present, there should be a 
suitable time, place and method to create these.  Some Participants felt they could 
offer support whenever the opportunity was there in their day-to-day lives, while 
some felt they missed out on support due to others being too busy or there were 
missed signals for help.  Participants felt that these missed signals were due to 
their preferences for indirect offers and requests for support.  But indirect requests 
and offers for support were the unanimous preference and were viewed as 
generating an opportunity to raise the topic of support in an unthreatening way.  
One suggestion of an indirect method was texting to allow peers some reflection 





5.3 Capability  
The overarching theme for the second section of the findings is ‘capability’.  In this 
section, I am investigating the capabilities, in the form of physical and 
psychological skills, Participants perceive they should have to cascade their 
support to peers.  This study aimed to explore whether Participants could cascade 
knowledge learned from their attendance at a weight management programme, in 
addition to their experiential learning, to peers in their social network and could do 
that in a manner that is acceptable to both Participant and peer.  Transferring 
knowledge to their peers through the process of cascading may not necessarily 
support their peers in changing behaviour.  Although the Participants have learned 
new skills and knowledge to manage their own weight, they have received no 
training on delivering these in an effective manner to their peers, unlike the Leads 
who are delivering the weight management programme. Any capabilities to offer 
peer support would be gained through their own knowledge, experiences and 
behaviour change. 
To explore what acceptable peer support would look like, it is important to consider 
the role the peer plays, especially around context and style from the Participants’ 
perspectives.  Some aspects of style have already been raised, such as lecturing 
and listening, and the way this can affect the opportunity for support (5.2).  Their 
thoughts are presented by theme under four headings: the first explores the 
unhelpful support Participants have received from those around them who have 
not experienced the weight management programme.  This is followed by 
Participants’ perceptions of their capabilities to offer useful support based on both 
their own experiences and on their experiential learning after attending the weight 
management programme.  The final section gives details on Participants’ views on 
their capabilities to offer support in a manner that their peers would find valuable. 
5.3.1 The types of support participants find unhelpful  
Under this theme, Participants on the weight management programme describe 
their experiences of receiving unhelpful offers of support and these experiences 
shaped their values around both receiving and offering support and what they 





social networks who may not have attended the weight management programme. 
In addition Participants provided many comments around the style of 
communication used by these peers which was often neither credible nor realistic, 
thus making it unacceptable.     
It’s just in the passing they say: ‘You need to lose weight, you know you are 
really heavy,’ and when you look at them and they are so slim you think, 
how can you say that to me? They are not experiencing my feelings about 
my weight … I don’t think they have the knowledge of what to do.  (1.12W)  
He (son) is a big long stringy thing and he doesn’t practice what he 
preaches.  He eats chocolate cake and he doesn’t eat a good variety of 
vegetables or fruit yet he would be inclined to turn around and say to me: 
‘You should eat less and move more,’ because he is a doctor and he thinks 
he knows it all.  (1.13W)  
Helping out at a local commercial slimming club caused this Participant to question 
the capabilities of the club’s programme Lead to instruct members on realistic and 
sustainable dietary advice: 
I must have seen hundreds of people coming through the slimming club but 
there are only two target members (who have maintained their weight over 
a certain period of time) which I think is an indication of how little it works 
long term.  (1.18W) 
Other views were based on unhelpful remarks made by peers outwith the 
programme regarding the Participants’ attempts to be healthy.    Both of the 
following examples appeared to be said with good intentions of concern, but were 
not supportive of the healthy changes:   
I think I was under 13 stone 12lb (with a normal BMI) when I met M and she 
thought I was too thin.  (1.16M)   
I walk down the town and sometimes I get a row for that from friends 
because I had the stroke and they think I would have another one.  But I 
say: ‘I’m fine, just leave me alone.’ And my daughter, if she sees me not 
eating a big meal asks me: ‘Is that all I’m having?’  (1.11W)   
More unsupportive comments were received from peers who directly mentioned 





They’re not being mean about it because they’re comparing you to what 
you used to be like and you’ve changed.  But you’re not going to make 
changes because of that comment, it can actually demote me because, 
actually, I had lost a stone when he said that, I think I could have done 
without that.  (1.21M)   
In a similar theme, this comment was made about tolerating a close friend being 
direct about his weight but not others:  
One of them calls me ‘fat man’ … one of my wee pals … he knows he gets 
away with it, but if someone else said it to me I would be really mad.  
(1.22M)   
Apart from the content of what was said, Participants mentioned that the manner 
in which advice was given was not helpful:  
My family tend to be very self-righteous in that my son will say to me, 
‘Mother, dieting is easy, you just eat less,’ and my daughter points her 
finger and says, ‘You don’t eat fancy stuff,’ and that is totally the wrong way 
to go about me because when they say that to me I want to eat more of 
that.  (1.13W) 
Participants highlighted having received unhelpful peer support from those outwith 
the weight management programme, and, in the next section, they comment on 
the support they would find useful and their capability to offer this is based on their 
own experiences.     
5.3.2 The capability to support resulting from Participants’ own experiences   
Under this theme, Participants comment on support they offer based on their own 
experiences of what has worked well for them and what has not. The comments 
are taken from those Participants interviewed at time-point 1 before they had 
gained any skills or knowledge from the weight management programme. 
Practical support in daily living was an area perceived to be a form of support that 
the Participant felt capable of offering or accepting from others on any occasion if 
it was conducive to losing weight.  The comments were mainly around the 
provision of healthy meals or healthy snacks.  One example is a wife who made 
healthy packed lunches for her husband to help prevent him from snacking from 





shop for his partner when she was unable to stop buying biscuits when she 
shopped herself (2.28M).  He felt that this would help reduce her triggers for 
overeating and give her support to eat healthily whilst she established her healthy 
behaviours. 
Advice on ‘how not to lose weight’ was a topic that Participants felt capable of 
giving, based on their unsuccessful weight management experiences of faddy 
diets, strict food restriction and ‘yo-yo dieting’.  One Participant, who had 
attempted most diets in his weight loss journey, felt he knew from these 
experiences that quick fixes were not sustainable and tried to convey that to his 
step daughter:  
We’re trying to say to her, look, try and eat more varied foods, rather than 
restricting yourself to eating sweets and crisps and then going back to 
Slimfast … (2.16M)  
Offering confidentiality was a common support that Participants felt they had 
appreciated when trying to lose weight and felt capable of offering.  They 
commented that whatever was discussed within their conversations with others, 
they would be discreet:  
Not to be judgemental and to be open, and you know, confidential, and I 
wouldn’t discuss it with anyone else, and say I was here to offer support 
and whatever … (2.14W) 
Networking was an advantage:  
I think that support for other people and for myself to keep on track, is being 
with likeminded people and not only learning from them, but knowing you 
are not alone in the world.  (2.19W) 
Forming a relationship with her weight management group colleagues by listening 
to them talk was a benefit from meeting with like-minded people and a chance for 
humour: 
Well, we’d exchanged phone numbers and we’ve texted and emailed the 
group and I asked one of them to come out for a coffee and I quite enjoyed 
that.  I said: ‘Hope you’re not eating all of the biscuits’ (laughing), but I said 
we could meet up for a coffee and make it a treat – a cake and coffee 





Regarding her relationship with family members, this Participant felt she was 
considered capable of offering support by way of talking and listening and her 
daughter considered this favourable compared to consultations with health 
professionals or a GP:  
I feel, I have encouraged her to go to the doctor and she still hasn’t … just 
to back her up a bit, and to put things into perspective. I’ve tried sitting and 
talked to her and discussing her problems which with me, she is quite open 
about.  (2.27W)  
The specifics of why this support from an untrained person was preferable to that 
from a trained person was not clear (see Chapter 8), however, there were many 
comments from Participants around their capabilities for listening.  They identified 
‘listening to others talk’ as allowing someone to be reflective.  Participants viewed 
that permitting peers the time to talk was not only an opportunity for them to relate 
their issues (see Section 5.2.5), but it also gave them a chance to hear what they 
are saying.  Participants felt that this helped peers to identify their own problems 
and barriers to weight loss, and empowered them to make progress in solving 
these issues: 
So he (work colleague) didn’t approach me (with a request for support), it 
was just conversation and he was talking himself into it (his own solutions) 
and just looking for a bit of peer reinforcement.  (2.23W)    
I listen to what people have to say and I think I am a much better listener 
than I am talker.  And I like to listen to what conflicts they have, what 
difficulties they are experiencing … share their problem … there’s more 
space then, for them to think about their goals.  (2.29M)  
There was no mention of a specific group of people who benefit from listening and 
reflective support, but some Participants felt that time with peers was support they 
were capable of offering.  Further comments were that talking with peers when 
they were ‘low’ helped them to maintain or make healthy changes and overlaps 
with creating an opportunity to offer support.  This Participant discussed the phone 
calls she would have with a friend: 
It would be when they were feeling low; a point of contact of why they are 
feeling low. And I‘d say: ‘How was that going to affect what they were eating 





Another Participant commented that he would talk to his wife during her low times:  
You know when she’s picking the unhealthy option that she’s slipped by the 
wayside and that’s my trigger to know how well she’s doing. I’d talk to her: 
you don’t want her to get too disheartened.  (1.21M)   
In addition to talking about what they would say to their peers, Participants 
commented on their capabilities to say it well, based on their own preferences 
from past experiences: 
Saying it … in a supportive way … not to put them down.  (1.14W) 
Tailoring the support he offered, based on the knowledge and experience of his 
wife, enabled this Participant to make his support specific to her needs.   
I would to have to think how I would word it to her so that I wouldn’t (say the 
wrong thing) … I would need to pick my words.  She doesn’t take advice too 
readily and I have to do it in a roundabout way.  (2.29M) 
And similarly, this mother’s experience of supporting her daughter:  
I adjust the advice to the person (laughs). It’s no good telling her to do 
something because she will do the opposite (laughs) so I kind of encourage 
her.  (2.25W) 
5.3.3 The capability to support subsequent to participants’ completion of the 
weight management programme 
This third theme is about the specific weight management support that Participants 
could offer peers at time-point 2, after attending the core weight management 
programme for 12 weeks. The capabilities for support under this theme include the 
Participant’s level of confidence, self-belief, and feelings of credibility that enabled 
their support.   
The majority of comments on Participants’ capabilities for cascading their learning 
down to their peers were positive – in addition, Participants felt they had many 
skills to offer support and only one Participant voiced a concern over what he 





I wouldn’t know enough to talk to him about looking at the labels and 
discussing them because I don’t know enough about the detail of those. 
(2.28M)   
The remaining Participants’ comments were centred on their capabilities to share 
the knowledge and skills they had learned from the weight management 
programme.  
Goal setting is one of the main principles of the weight management programme, 
but helping others to set realistic goals for healthy changes was only mentioned in 
the data occasionally.  These Participants did not report using the same detail as 
that in the weight management programme, but they appreciated the importance 
of the process for making progress.  The programme method focuses on the 
achievement of goals, and this Participant was confident of the process and her 
interpretation of it: 
I don’t want to tell her anything wrong but I think it’s quite simple to say to 
her that I found it quite helpful to have a goal in mind and also, em … to 
plan a bit ahead.  (2.25W) 
Talking about practical and specific advice was viewed as a popular method of 
peer-led weight management support.  This theme differed from giving the 
practical and general support based on their past experiences (Section 5.3.2): 
instead, this new theme is about the acceptable peer support they could offer 
based on their group discussions and experiences at the weight management 
programme.  This advice is illustrated in Table 5.3. 
Table 5.3: Participants’ perceptions of acceptable advice and feasible solutions for weight 
loss support 
Topics advised Participant Quotes 
Coping with hunger  Its picking out the times you’re really hungry and it’s being 
prepared for it…a sandwich there or a piece of fruit…. so 
you are passing on that knowledge.  (participant 2.21M) 
Cooking healthy 
meals for others 
If they know there’s something to eat down at mine they 
won’t buy a take away.  (participant 1.20M) 
Accessing 
information to help 
I would show them my programme book; show them the 





with weight loss might help them just the same. (Participant 2.29M) 
Shopping I do go shopping with her sometimes and I do kind of steer 




I could talk about what they could change…. what they 
could cut down … or show them the size of plate. 
(Participant 2.12F) 
Giving examples of 
healthy option 
recipes 
He asked for recipes and he asked what is it you are 
allowed to eat? And I said you are really allowed anything 
but it’s how you cook it and I would tell him what to do … 
(Participant 2.26F) 
Helping with the 
practical aspects of 
menu planning 
I was thinking more about the meal planning and that kind 
of thing, I could give her (internet) links too. (Participant 
2.24F) 
Avoiding triggers for 
overeating 
I’m hungry at lunch and I eat the first thing I come across.  
So, a goal is to have something ready for lunch.  
(Participant 2.23F)   
Discussing general 
tips on losing weight 
Talking to her and then encouraging her to write it down so 
that she can see on paper what she’s putting in her mouth.  
(Participant 2.27F) 
Suggesting what 
food to pack when 
travelling 
If they were going somewhere and there was a journey 
ahead, there’s not always choices at a service station and if 
it’s possible, take with you what you need to eat. 
(Participant 2.19F) 
Advising on types of 
exercise equipment 
I don’t have a Fitbit but on our phones you do steps and the 
steps also tell you not just the distance but also the calories 
you are burning. (Participant 2.16M) 
Planning healthy 
lifestyle changes 
I know my neighbour drinks a bottle of wine every night so 
we talked about her having a bottle of wine one night at the 
weekend.  (Participant 2.14F) 
 
Reflecting on their eating and activity behaviours was a skill that Participants felt 
capable of as opposed to following a set of directions such as following a strict diet 






I think there was a bit of consensus that we don’t need to bar ourselves 
from something we really like; you know … don’t deny yourself because 
then at the end of the day you just wanna go back to your old diet eh … So 
… I think really it’s more than dieting, it’s more sort of working out a lifestyle 
change.  (2.16M)   
Credibility was an area identified as something that should be present before 
peers could believe and accept support.  In the next two examples, Participants 
find that peers are non-credible because they were not demonstrating lifestyle 
changes.  In this first example, the Participant comments on a peer who no longer 
demonstrates healthy habits and thus loses her capability to be supportive. 
Demonstration and role models are discussed in further detail in Section 5.3.4: 
She used to do a lot of walking, used to walk with me, do a lot of walking 
but now she doesn’t go walking with me anymore and she’s put it (weight) 
all back on.  (1:11W)   
In the second example, the Participant comments on his daughter who offers him 
praise.  The Participant considers his daughter incapable of support because she 
has not tried to make any lifestyle changes: he judges her as being without 
credibility or qualification to make a judgement on his progress:   
My daughter says about me losing weight and I think they’re just kidding me 
on to keep me happy.  I just don’t think they are serious … it’s just hard to 
believe them.  If you (professional) told me, I would believe you.  (1.22M) 
Finding the weight management programme itself credible was also an area 
Participants commented on:  they felt they could use the knowledge and skills 
learned to support their peers as they found the message and principles 
believable.  They felt they were able to use the same programme philosophy:    
I believe passionately that anything I do that works (his weight loss), I would 
be passionate in sharing it to sell it.  (2.16M) 
More specifically, there were comments that Participants would model the same 
non-judgemental methods and phrases that they had experienced at the weight 





5.3.4 The capability to support in a manner Participants perceive peers would find 
valuable 
The final theme in this section is based on the Participants’ perceptions of their 
capabilities to cascade their support in a useful way. It addresses their feelings on 
how to give useful support, in a manner that is acceptable to their peers.  
Participants described the four main methods for giving support as:  praise, 
inclusion, demonstration and encouragement.  They talked about the presence or 
absence of these actions and how they affected behaviour changes. 
Praising a peer for making a healthy change was considered by many to be 
supportive.  Participants viewed words of praise as a method of affirming peers’ 
healthy actions and helping them to acknowledge their successes.  These are 
some examples of their comments:  
She came over and she was running towards the bus stop and said: ‘Hold 
the bus for us.’ And she said: “G (who had lost a lot of weight), can that be 
you? Is it you?’ It made me feel wonderful, wonderful.  (2.19W)  
K says: ‘You have done really well, you have cut down on your sugar,’ and 
that’s really supportive to me.  (2.12W) 
However, there were some negative comments on praising a peer’s changes, 
such as being given too much information.  This Participant felt that in praising 
someone’s weight loss, they may have to stop to listen to their peer and give up 
some precious time:  this impact on their time is discussed as affecting motivation 
to offer support (Section 5.4.2).  Another negative comment was a worry that the 
weight loss might be unintentional and due to disease. 
Inclusion was described by participants as ‘inviting someone to join in with their 
healthy habit’ and was described as being supportive in two ways:  the enjoyment 
of being in a group setting that took the sting out of failures and magnified 
successes; and secondly, sharing the problem of losing weight to make attempted 
weight loss more manageable: 
The actual group (a slimming club) is fun … and usually on the Thursday 





She (her friend) was actually getting married so she had a real goal in mind 
and I didn’t, I just went along (to the slimming club) because … well, we’d 
all do it together, and it was a good thing to keep me going as well … we 
were people that had a similar sense of humour and similar problems. We 
had minds alike.  We all did a charity slim and we did really, really well: it 
was good fun (1.17W) 
The fun aspect was confirmed by others and by the men of the study in particular: 
there were comments from them about how the fun was achieved, and it usually 
involved setting challenges together, competitions and betting/rewards for the 
person who does the best: 
It started from my ‘steps’.  And my daughter’s birthday was coming up and 
she wanted one.  And she’s actually doing the challenge with me and I said 
to M and she got one.  And now my oldest daughter has one and everyone 
has gone into the same momentum.  (2.21M) 
We try and beat each other at losing weight. (1.22M) 
If you can get a laugh out of it you know, you are doing yourself a bit of 
good and still getting a laugh … if it’s no funny, it’s no good, there’s a wee 
bit of a competitive edge there … you can get a wee punt (bet) against each 
other.  (1:20M)   
Discussing how she found she was capable of helping her overweight teenage son 
make changes through inclusion as well as discussing their similar quest to lose 
weight had increased his motivation:  
We did have a little talk about it, and I said it’s the sweets and all the bits 
between meals.  And I think it was our joint decision not having them in the 
house that he then made his own decision that he wanted to lose his tummy 
and you know … he did.  (1.18W) 
Including peers in their own healthy habits was a common offer of support, and 
one they felt capable of, especially around activities.  There were many comments 
around inviting others to play golf, swim, walk, go to keep-fit classes and even 
sharing a personal trainer to increase their energy expenditure (2.14W, 2.16M, 
2.17W, 2.26W).  In a different vein, some comments were around inviting others to 
join them for a coffee to talk about their weight problems (see Section 5.3.).  These 





other supports by allowing listening and reflection to take place – but both with the 
intent of supporting peers with their weight management.   
Forms of demonstration or being a ‘role model’ was often mentioned in the same 
sentence as the theme ‘inclusion’, in that some Participants wanted to join in 
healthy activities after seeing the activities happen as opposed to accepting an 
invitation.  Demonstration was defined as a form of acting, as a role model 
carrying out healthy habits and behaviours that peers became aware of – ‘prompts 
by actions’ rather than giving verbal support.  Sometimes these habits and 
behaviours themselves were noticed:  sometimes it was the end result – weight 
loss.  Demonstration was perceived as a specific tactic in peer support and a 
method that Participants preferred – an indirect approach (Section 5.2.5).  They 
felt it reminded peers to maintain their healthy goals or give them an idea of new 
ones.  Participants felt strongly that they were capable of offering demonstration 
as support.  Some examples were:  seeing the choices that others made for 
healthy foods and meals; watching others walk rather than drive.  Demonstration 
allowed their peers to see what was possible and gave inspiration to do something 
similar:  
You see the end goal, they have done it, I can do it, they keep you going so 
that you are not thinking negative, it just pushes you along.  It gives a sense 
of direction, if I go down that path of no change, I’m doomed to failure but if 
I keep going their way … (1.14w)   
As a role model, they felt they were capable of understanding the challenges of 
change:   
I felt her support was better because she had been through it.  (1.17W) 
Recounting his example of choosing a healthy menu option that he did not 
particularly like but knew his wife did, he hoped this would support her to do the 
same.   
When we were on holiday, I took the ‘tomatoey’, vegetarian option and not 
pasta with cream sauce, and that influenced M to take it as well.  And she 





Participants felt that peers would follow their example because Participants were 
deemed to be credible, and this would be based on observations of their good 
changes: 
Deep down I think she has watched me because I know for a fact that she 
has changed her behaviour.  She (his wife) loves buying sweets,  these little 
chocolate sweets and puts them in her drawer by the side of the bed and 
feeding on them but she’s stopped that to a certain degree … so I think 
some of it’s definitely sunk in even though she might ‘poo-poo’ my ideas.  
(2.29M) 
Conversely, there appeared to be a detrimental effect of being a role model and 
this affected their capacity to be supportive.  This Participant added that when his 
or his wife’s good habits slipped, it was difficult to stop the spread of ‘bad’ 
behaviours: 
I think then that I need to be quite focused on my changes because her 
relapsing means I might relapse and I don’t want to.  If she chooses to 
lapse that’s fine, but don’t involve me in that (laughing).  (2.21M)    
Encouraging peers to try new changes or maintain present healthy behaviours 
was the second theme mentioned as being valuable support and viewed as a 
preference to ‘being told what to do’.  The Participants commented on how 
encouragement guided them towards making a change and helped them to set 
goals.  There were feelings that this encouragement helped them to resolve any 
ambivalence they felt about making the change:  it helped them to weigh up the 
‘pros and cons’: 
But they didn’t tell me I had to do it, just what the benefits if I did do it: it was 
just in my time.  (1.15W) 
People don’t often buy sweets for us now and I do find that supportive.  
(1.13W) 
Well, um … I started keeping a log – my son had said, ‘Have you thought 
about writing down what you are eating?’ … and it helps.  (2.12W)  
Even though Participants knew that encouragement was a valued support, there 
were worries about their capability to sound encouraging.  They felt they may say 





support and is discussed in more detail in Section 5.4.2.  Summing this up, this 
participant stated:  
You never know exactly how you will say it (the offer of support) and how 
they will respond to it … so there is only some experience of that person … 
but there are always things in the background that you don’t know about.  
(2.19W)   
But, for some, knowing the person or background well enabled them to feel more 
capable of giving encouragement: 
Nobody likes being told they are overweight and she (daughter) is a bit 
overweight, not monstrously overweight but she is fit and healthy so … so I 
would probably say, I would to have to think how I would word it to her so 
that I wouldn’t … yes, I would need to pick my words.  (2.23W) 
Mentioning the topic of weight in this non-offensive way without being critical or 
judgemental was a frequent comment on ‘how to be encouraging’.  This 
Participant recounts an example of not feeling encouraged by his GP and how he 
feels he has the capability to give support in a more acceptable way:  
He told me to take Draconian measures to lose weight and I think he was 
trying to jolt me to do something and I can understand why he said that to 
some degree but … how I react, I would actually rebel against something 
like that … so I think just going on at them you know … would not help them 
‘cos they would then sort of get their back up and put them on a downer 
and then think ‘stuff that, I’ll just eat anyway’ so … I think it’s just a case of 
better to encourage … it’s like the carrot and the stick.  I’m more for the 
carrot than the stick … (2.16M) 
5.3.5 Thematic summary – ‘Capability’ 
Overall, Participants considered they had the capabilities to offer peer support.  
They felt capable due to two main reasons: the first is based on communication.  
Their own experiences of peer support, that was neither credible nor realistic, 
made it unacceptable. Credibility came from being in a similar situation of weight 
management and being seen to attempt to maintain and try new changes. 
However, not being able to make changes or going back to previous unhealthy 
habits was perceived as a non-credible source of support:  this removed the 
Participant’s self-belief that they could be a valuable source of support.  Advice 





encouraging.  This included comments from those peers who directly mentioned 
their weight and advised them what to do to lose it and those who discouraged 
their healthy changes.  Weight management was considered a very sensitive area 
and Participants preferred an indirect method of support, such as raising the topic. 
One common support preference was talking openly and listening to their peers to 
allow them to reflect on their problems, especially when they were feeling low.  
Another popular support preference was to make the process fun.  Participants felt 
they were mostly capable of working out what their peers needed and being able 
to tailor their support to make it specific to their different peers’ different needs.   
Secondly, once they had attended the weight management programme, 
Participants felt that the value they placed on the programmes messages and 
philosophy encouraged them to cascade these to their peers in a similar non-
judgemental manner. Goal setting and monitoring – two of the main stays of the 
programme were only briefly mentioned for support by Participants.  Instead, the 
knowledge and skills gained at the weight management programme enabled 
Participants to solve their own problems rather than follow a set of directions such 
as following a strict diet regime. Participants had appreciated not being told what 
to do and supported their peers in the same way by allowing them to solve their 
own problems, sometimes by giving examples of what others had done to make 
changes. By using both experience and skills gained from the programme they felt 
that practical advice on healthy lifestyle could be cascaded to their peers by four 
main methods: praise, inclusion, demonstration and encouragement.   
5.4 Motivation 
Participants commented on their motivation to give peer support:  their reflections 
and intentions to help their peers and their automatic desires to give that help.  
These reflective and automatic elements of motivation are grouped under two 
themes.  The first theme continues on from the opportunities for support that are 
affected by Participants’ awareness of peer’s readiness to change (Section 5.2.2), 
to how this impacts on Participants’ motivation to support them (Section 5.4.1).  
This is followed by a theme of the risks and benefits that Participants perceive will 





5.4.1 The motivation to support and the readiness of others to change  
Seeing a readiness to change puts a value on their input: Participants felt it was 
more likely that their peer would use their support.  Participants reported a ‘feeling 
of helplessness’ when the ones they wanted to help knew what to change, but 
could not make those changes.  This appeared to arise when peers had struggled 
with obesity for many years and had tried everything they could think of to lose 
weight.  The Participants reflected that they understood the other person’s 
weariness and vexations, and this made some Participants unmotivated to offer 
any support; they queried its value at that time.  This mother, knowing well her 
overweight daughter’s frustrations around weight loss, commented:  
It is quite difficult to help, because she knows what she should be doing, 
she knows herself.  (2.27W)   
Although many Participants felt their support would not be valued at that stage, 
they were motivated to help their peer by staying vigilant for signs of readiness to 
make changes:  
Folks do say there must be a time that is right for them to change and the 
support is always there if you are quite open and honest. (2.29M) 
When we go shopping and she doesn’t wasn’t to buy anything because 
nothing’s nice on, she gets upset and she goes into the changing room but 
then if she says, ‘I’m going to lose some weight,’ that’s when I’ll say 
something. (2.26W) 
Similarly, one Participant felt she would not automatically lose her motivation to 
offer support as long as at some point there appeared some flicker of readiness to 
change: 
I’m fine (offering support) as long as I’m seeing ‘I could do something about 
this’ but if someone is not at that point and are resistant to making changes, 
if they are not at that point ...  (2.23W) 
Feeling she could go a step further when peers feel they do not have the ability to 
lose weight and become resigned to carry on with their old habits, this next 





But others say they have been trying (to lose weight) and nothing works 
and that gets a conversation started so I’m quite happy to discuss it. … It 
would be the factor of whether I am motivated to do it:  if I have a way in, I 
might add in a conversation and whether she then comes back to me in 
terms of picking up on those hooks (hints).  (2.24W)  
This Participant did not see any signs at all that his wife was continuing her 
healthy lifestyle changes, but he had seen her past success at making changes 
and this motivated him to support her.  Feeling it was important to offer her words 
of support, he dropped more than a small hint about making changes by openly 
speaking about it, but he was not sure of her response to him:  
She’s stuck in the revolving door at the moment and I’m sure she went 
through this same weight programme before.  And what I’m trying to say to 
her is: ‘Have you thought about going back, you know, maybe you’re 
needing more support than the (slimming) club gives you now.’ And she 
never really said anything back, but I’ve said it.  (2.21M) 
5.4.2 The motivation to support and the associated benefits and risks 
Under this theme, Participants reported the effects on them from supporting their 
peers:  many were positive, but some were negative.  Starting with the positive 
comments, most of these I interpreted under the heading of altruism.   
Altruism was a strong facilitator in motivating Participants to support others:  
You want to see your family as well as they can be, and I do try with my 
husband as well.  (2.25W) 
Participants were motivated by wanting the same benefits they had gained to be 
replicated by their peers; especially, their offspring.  They talked about the health 
problems their children already had and how losing weight may lessen these:  
You want the kids to have that healthy lifestyle because I definitely feel the 
benefit.  (2.21M) 
Talking about accepting support, participants felt more motivated to do so if the 
support was mutual: if they had something to offer in return it would not be a ‘one-
sided favour’, and even then, offering help to others was more preferable than 
receiving help.  This altruistic trend continued: some comments were made around 





I have got a very good friend; she is also my neighbour … She’s got an eye 
problem and she’s just been given a blind (guide) dog, and she has asked if 
I will go out with the dogs when the better weather comes. And she’s very 
supportive, she’s aware I am doing this, you know … the weight thing. 
(1.15W) 
Following on with the altruistic theme, many comments were based around 
Participants’ memories of the difficulties they had experienced in trying to lose 
weight.  And these recollections motivated Participants to support others.  The 
comments were centred on what support they would have liked, and what it was 
like not to have received that: 
I know how hard it is to be a certain way (overweight) and to feel horrible 
and feel let down and you don’t want to ask anyone for help.  (2.12W) 
Moving from the intentional element of offering peer support to the natural cascade 
effect that Participants’ changes were having on their peers, the Participants 
spoke about bringing healthy choices by way of diet and activity to their social 
network (see Section 5.3.2).  In addition to Participants intentionally giving this 
support, peers, without making conscious changes to their lifestyle, were 
automatically benefitting from Participants’ healthy choices.  Participants explained 
how they enjoyed seeing and fondly monitoring their peers as they made their 
natural progression to making changes:  
I use Slimming World meals for us and as long as he didn’t know it was a 
Slimming World meal he would sit and eat it quite happily but the minute he 
knew it was diet food he would say: ‘I’m not eating that.’ (2.25W)   
Feeling valuable was another motivating benefit to supporting their peers:  
There’s quite a strong bond there, and she values and respects my opinion.  
She uses me as a good sounding board and I think that’s what she 
responds to, and if I suggested a walk it would happen.  (2.21M)   
Feeling valued as a catalyst in helping peers become successful in making 
changes, this Participant had a ‘light bulb moment’ when he realised he could burn 
off calories as well as eat them:  
I would say to people, even if you can do a little and whether that’s 





A benefit that motivated Participants to offer support was its twofold mechanism:  
to the peer they were supporting and to the Participant themselves. These benefits 
came when the support they offered to peers helped the Participants to maintain 
the changes they had already made.  There were different scenarios of how this 
happened:   
My sisters would just ask for a wee bit of help and I would just be like, ‘Yes, 
let’s do it.’ And it would encourage me as well.  (2.14W)  
She helps to make my food, she always makes sure my food is ok and it’s 
keeping her on the straight and narrow to make her own food healthy too.  
(2.16M)  
Ensuring he praised his colleagues on the changes they had made when they lost 
weight, one Participant discovered that he did not need words of praise in return.  
He knew that they could see the difference in his weight and it gave him self-belief 
and reassurance to carry on with his own changes:  
And the motivating thing is that folks are really noticing the difference in me 
as well.  (2.21M)   
As well as maintaining their healthy lifestyle changes, Participants felt that helping 
peers achieve new goals could help Participants achieve new goals too.  One 
Participant had not yet gained the courage to go swimming by herself and 
perceived that all eyes around the pool were on her.  When she invited a peer to 
go with her, she felt the unwelcome attention was now shared and both were 
benefiting from an increase in their activity levels:  
We walked the ‘walk of shame’ from changing room to pool together. 
(2.14W)   
A final benefit that motivated Participants to support peers was the legitimate 
reason to spend time with friends and family.  Supporting those who were close to 
them introduced a new (and sometimes reintroduced an old) element that they had 
something to offer and this enhanced their relationship (1.16M, 1.28M, 2.16W).  
Participants were realistic about offering peer support and, in addition to the 





were divided into two areas; the first, which is the main area, is based on the 
detriment to the Participants’ health and well-being. This risk to their health applied 
to both their physical and mental health: 
I would take a lot of their problems on board and worry about it – if only they 
would do this … But I shouldn’t have to tell them to do it … it’s got to come 
from them.  (2.29M) 
 I just sometimes do feel that it’s all on me for some things. I do tend to be 
… the ‘go to person’ sometimes, and that can be a bit tiring, especially as 
I’m getting older. I just feel … that I would quite like a bit more time to 
myself.  (2.25W)   
The second area regards the lack of motivation to help peers because of a lack of 
self-belief (Section 5.3.3).  Unable to change his behaviours made this Participant 
feel quite hopeless about helping someone else: 
I wouldn’t be able to help because I hold back a lot simply because I can’t 
do it myself:  I’ve not yet been able to make changes.  My principles are 
such that if I can’t do it ...  (2.28M) 
5.4.3 Thematic summary: ‘Motivation’ 
In this section, I presented the Participants’ perceptions around the facilitators and 
barriers that affected their motivation to support peers.  Motivation to offer support 
came from seeing a readiness to change:  if Participants perceived a peer would 
take up support at that time, it put a value on the support and placed an 
importance on the role.  Participants understood their peers’ difficulties to change 
and they talked about the actions they would take:  some would wait until their 
peers felt differently before they approached them, while other Participants 
reported feeling motivated to help by staying vigilant for signs of readiness.  
Participants were motivated to offer support because of altruistic tendencies: they 
wanted the same benefits they had gained to be replicated by their peers.  Their 
memories of trying to lose weight motivated them to offer support, and they were 
pleased when their peer gained benefit from the Participant’s own changes in a 
natural, cascading fashion.  From a personal viewpoint, Participants had the 
pleasure of feeling valuable, as peer support and appreciated a twofold benefit 





and helped them to make new ones.  Furthermore, words of praise were not 
always needed to feel this benefit, they could feel motivated to support by the 
reactions of their peers and this gave a reassuring feeling they were doing well.  In 
addition, offering support gave Participants a legitimate reason to spend time with 
friends and family.   
There were barriers to giving support, and these were mainly the risks to their 
health and their peer relationships.  There was detriment to the Participants’ health 
and well-being, both physically and mentally.  Finally, a lack of self-belief affected 
the perceived value of support. 
5.5 Summary of Chapter 5  
In this chapter, I presented the findings of the Participants’ perspectives on the 
acceptability and feasibility of supporting others in their social network.  The 
Participants’ rich texts were presented as themes emerging from the data under 
each COM-B heading as they discussed their real-world choices and behaviours 
concerning their peer relationships.  In summary, the Participants’ findings are 
grouped under four main overarching headings:  
The benefits and risks to offering peer support  
Participants talked about the things that motivated them to offer or accept peer 
support.  Health, time and family relationships were major determinants, plus 
support to their own goals around weight management.  The provision of peer 
support was considered to be a risk by some to their time and health.  
The readiness of their peers to make lifestyle changes  
There was a lot of emphasis placed on seeing others ready to make lifestyle 
changes before Participants would offer support, but they felt they could be 
available to give support as soon as the opportunity arose. 
The methods of offering, and the types of peer support  
Participants considered themselves to be capable and confident in offering support 
by using their knowledge and skills learned from their own experiences and from 
the weight management programme.  Participants appreciated being listened to, 





changes were all types of weight management support that Participants valued.  
However, Participants needed to feel credible in their ability to offer support; 
without credibility, support was perceived as being of no value and not acceptable.   
The effects of culture and environment on peer support 
An intervention designed to give support would be ineffective if there was no-one 
to offer weight management support, or if a request for support went unnoticed.  
This highlights that opportunities, or the lack of them, were a major influence on 
offering and accepting support.  All Participants had the opportunity to access 
someone they could share their weight management skills with, and using media 
as opposed to face-to-face support was acceptable.  Participants were very sure 
that they preferred an indirect method for providing and receiving support through 
opportunistic conversation and these preferences were affected by their culture 
and social network, but there was evidence of Participants missing the cues that 
could initiate support. 
In this chapter, the theoretical approaches from Chapter 3 were brought together 
with the Participants’ perceptions and have outlined the elements of an acceptable 
intervention from the Participants’ perspectives.  However, this is only one part in 
the process of offering support (Figure 5.2):  the second part of the research 
purpose is to explore whether the intervention is not only acceptable, but also that 
it is feasible within practice.  This will be explored in Chapter 6 with the Leads of 
the weight management groups, and both sets of findings will be used to co-
develop the intervention in Chapter 7. 
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Chapter 6: Findings from the Leads of 
the weight management programmes on 
their perceptions of a peer-led weight 
management intervention 
6.1 Introduction  
In Chapter 5, I outlined the elements of informal peer-led weight management 
support that Participants found acceptable, and those that challenged their 
support, and these elements have started to shape the intervention development 
(Figure 5.3).  The Participants’ findings were summarised for the Leads and 
presented to them at the beginning of their focus group interviews.  In this 
Chapter, I interpret the data produced by the Leads on the acceptability and 
feasibility of introducing a peer support intervention to their clients and provide 
information for the second research aim:  
To find out whether weight management programme Leads perceive they 
have the capabilities, opportunities and motivation to help their clients in 
providing peer-led weight management support 
6.1.1  The Lead sample characteristics 
The Leads in the Health and Social Care Partnership (HSCP) come from a wide 
range of backgrounds and they delivered their programmes in four different 
localities.  Their backgrounds included: NHS health care assistants (HCA), 
dietitians, dietetic assistants, practice nurses, council staff based in leisure 
services, and members of the third (volunteer) sector.  Leads are trained to 
achieve competency of programme delivery, but their proficiencies varied by the 
additional qualifications and experiences created by their professional grades and 
supervisory roles.  Nine Leads accepted the invitation to take part in this study and 
a diverse sample was achieved from all possible working backgrounds (Table 6.1).  
There were no men delivering the weight management programme during the 





The Leads’ views are quoted from the four focus group transcripts to support my 
interpretation of the themes identified and these are coded to give context to the 
text.  These codes are listed in the following table along with characteristics of the 
Leads sample (Table 6.1).  









Leading a WM programme of 
study participants 
(Scottish Government 2014) 
1 HCA (NHS: health 
care assistant)  
1HCA 1 Yes 
(Remote small town) 
2 HCA (NHS: health 
care assistant) 
2HCA 1 Yes 
(Remote small town) 
3 DA (NHS: dietetic 
assistant) 
3DA 1 Yes 
(Remote small town) 
4 C (Council) 4C 2 Yes  
(Urban Area) 
5 DA (NHS: dietetic 
assistant) 
5DA 2 Yes 
(Urban Area) 
6 D (NHS: dietitian) 6D 3 No 
(Urban Area) 
7 DA (NHS: dietetic 
assistant) 
7DA 3 No 
(Urban Area) 
8 PN (NHS: practice 
nurse) 
8PN 4 No 
(Accessible rural) 
9 T (Third sector) 9T 4 No 
(Accessible rural) 
 
6.1.2 The chapter layout 
In this chapter, the findings from the Leads’ focus group interviews are organised 
by themes under the components of behaviour change (COM-B, Michie et al. 
2014), which were decided a priori (Table 6.2).  They are discussed in the order in 
which they were dominant in the data: Motivation, Opportunity, and Capability.  
Where there is substantial overlap of themes across the theoretical components, I 





Table 6.2: Themes raised by the Leads of the weight management (WM) programmes  
Section 6.2 Motivation Section 6.3 Opportunity Section 6.4 Capability 
6.2.1 Prompting a 
discussion within the 
group  
6.3.1  Physical opportunities: 
the introduction of a peer 
support intervention within 
WM programme sessions 
6.4.1 Training on 
introducing the topic of 
support to peers 
6.2.2 Encouraging 
reflection and sharing of 
WM experiences  
6.3.2 Social opportunities: 
looking for cues that the time 
is right to offer support 
 
6.2.3  Guiding the 
clients around ways to 
give support  
  




The Leads’ perceptions on the acceptability and feasibility of an intervention are 
explored first under the heading of ‘motivation’.  Motivation appeared to be the 
most important of the COM-B theoretical components: it governed whether the 
Leads would be willing to prompt peer support to their clients.  Leads already have 
an opportunity to speak to their clients on peer support, they have the capability to 
interact with their clients due to their programme training in group facilitation and 
negotiating behaviour change, but without their motivation to raise the topic of peer 
support, the intervention will not be achievable. 
6.2 Motivation 
The focus group discussions had a common finding: the Leads believed they were 
motivated to facilitate a peer support intervention, demonstrating their acceptance 
of the concept.  But, there were caveats to their motivation, and the following four 





6.2.1 Prompting a discussion within the group  
The Leads felt that the Participants’ perceptions of acceptable support were very 
similar to the philosophy of the weight management programme and would fit in 
well with the programme sessions.  They talked about the clients of their 
programmes having already received a clear message on how to make changes, 
and they felt they could encourage clients to refer back to this and cascade the 
information:   
So the key is, if you really enforce the (programme) messages, that client 
already knows what to say.  They know they have to maintain their 
behaviours, they know they have to carry on with their goal setting.  (Lead 
6D) 
If anybody, say somebody comes to them (client) and asks: ‘What did you 
do: how did you lose your weight?’  You tell them (client), ‘It’s all in your 
(programme) packs.’  (Lead 1HCA) 
You could even do an off-the-cuff remark that some people may come to 
you for advice and you wouldn’t nag them because we haven’t nagged you, 
or you would give advice in the way we have.  (Lead 7DA) 
Satisfied that their clients have experienced the weight management programme 
and its philosophy has supported these Leads in their motivation to talk to clients 
about helping others:  
If they are making good progress and if they are motivated, you could raise 
the topic about helping others.  (Lead 5DA) 
Just ask them: ‘How would they feel (about helping others), now that they 
have come so far?’  Just ask them: ‘How would they feel about asking 
others?’  (Lead 6C) 
The Leads felt confident their clients would be inspired to help their peers by the 
potential mutual benefits they would receive, and clients’ inspiration gave the 
Leads motivation to raise the topic of peers support:   
The Leads could mention how helping others could help them (clients) with 
their changes … and how they could share these with others.  (Lead 3DA)  
I think they will get a reward from working with people around their weight 





programme); they feel empowerment from being with other people, it is a 
knock-on effect, it gives them confidence to continue with their weight 
management.  (Lead 8PN) 
6.2.2 Encouraging reflection and sharing of weight management experiences  
Leads believed they should encourage their clients to reflect on their own 
experiences of trying to lose weight: both the positive and negative experiences.  
They felt that clients’ reflections on their own achievements would give them the 
confidence to help others.  In addition, they considered that, by reflecting on their 
negative experiences, clients could be inspired to offer peer support: 
The clients could be encouraged to reflect on their journey and changes 
made.  I think their diary could come into that … : ‘Think about before you 
came and started the programme, and compare that with what changes you 
have made now, and look at what the old you would have done once upon 
a time, and see what the new you does.’  If they can actually visualise their 
own progress, it could give them confidence to help others.  (Lead 2HCA) 
Just talk to them about giving support around the things that they have 
already done, and around the things they would have wanted help in.  
(Lead 4C)   
You could say at the end of the programme, when they’ve done well, 
something like: ‘You have been successful, look at what you have done:  
please go out and talk to other people, and spread the word.’ (Lead 6D) 
There was mention that once Leads had raised the topic of helping others and 
generated some reflections and discussions on how that could be offered, they felt 
that the next step would be finding out what support clients would find helpful to 
achieve this: 
The intervention should be discussions centred about asking the clients 
their views on helping others, and whether they would need anything to do 
this.  (Lead 3DA) 
This quote was not considered to be an offer from the Lead to provide specific 
training in this area, but more about encouraging their clients to be reflective on 
their own solutions and actions; however, the Leads’ language implies that the 





6.2.3 Guiding the clients on the approaches to support  
The Leads believed it is important for their clients to say ‘the right things in the 
right way’ to ensure their support was acceptable:  
We would talk about being non-judgmental … they should have picked that 
up as they have gone through (the programme).  As you are delivering, you 
hear peoples phrasing change.  Sometimes you do forget yourself, being 
caught up with things, you might say something you shouldn’t have … but 
the clients are correcting you:  Such as talking about good or bad foods or 
the rest of it.  I think, if people come to you looking for advice on giving 
support … this is what we recommend, with this use of language or 
phrasing.  (Lead 7DA) 
It’s about equipping people so when they are asked, they know what to say 
and say the right thing using the right phrasing and language – ‘what to say 
and how to say it’.  (Lead 6D) 
The Leads’ perceptions of the right phrasing and language may be acceptable 
from their health professional viewpoint, but may not necessarily fit their clients’ 
culture.  In addition, the language of ‘right’ from the Leads’ point of view could 
imply a judgement that the clients’ language could be wrong.  Yet, in Section 5.2.5, 
the participants had spoken about their preferences for an acceptable approach to 
their peers and this was similar to the phrasing and language that the Leads 
recommended, based on the weight management programme philosophy.  Leads 
and Participants alike believed that a direct approach was not conducive to peer 
support and suggested that clients create an opportunity for peers to talk.  
In agreement with the unanimous indirect approach for support, Leads talked 
about letting their clients know that this approach affected the opportunity for 
accessing support as the message was often hidden.  This echoed the Participant 
findings outlined in Section 5.2.5 that, although Participants were sometimes 
aware of hidden requests for support, they also missed some.  Leads felt they 
would advise clients to be aware that others may seek support, but may not ask 
for it, and they should be ready to see or hear the cues for this: 
Even if you mention it several times, let the clients know, let them just be 
aware of other friends and family that are out there, that may be looking for 





Looking for cues … that’s what we should let them know (clients).  They 
should look for cues that someone needs help. (Lead 5DA) 
Continuing with further similar perceptions to the Participants, the Leads felt that 
there was an inference that needing help was not a comfortable position to be in:   
It’s a … permission thing … people don’t like asking for help, so it could be 
talking about  an invitation; a general invitation; just a few words; it’s an 
opener … it’s all you need … how that person can say, ‘I am here to offer 
you support … here is an invitation if you want to take it.’  (Lead 1HCA) 
Participants felt that a preferred type of support was ‘encouragement’ and, 
similarly, these Leads felt that they could suggest encouragement as an approach 
to offer support:  
Can we get them to say something short and sweet such as: ‘But this is 
maybe how you could offer support,’ to give that encouragement to their 
peers …’ (Lead 6D) 
Can you say to them: ‘There is your opportunity to jump in and say I’ve 
been doing this and it’s really good,’ … that’s a really non-judgmental way.  
‘Do you fancy? … I’ll show you what I’ve done.’  (Lead 7DA) 
The Leads felt they could draw on their positive stories of what approaches other 
clients had successfully managed when offering peer support: 
Leads could give examples of what others have done to help others and 
they could do this informally throughout the programme.  (Lead 4C)   
They could give examples of ways to give help, for example, face-to-face, 
by phone, texts, email etc. (Lead 8PN) 
In Chapter 5, Participants discussed some examples of tailoring the type of 
support they offered and the manner in which it was given (Section 5.3.2).  
Likewise, Leads believed support would be more acceptable if clients could tailor 
the way they offered support according to the different people in their social 
network.  An example was using a different approach for the different genders:  
Leads should go into details on how they should make their support to 
others individual: for example, for males versus females, and their cues for 





comfortable with the help … it’s not natural for some to praise and say: 
‘Really well done.’  It has to be more acceptable.  (Lead 5DA) 
There was acknowledgement from one Lead that there were difficulties in 
determining how to say the best thing to those who want support.  As well as 
describing the benefits of offering support (Section 6.2.1) she felt the Leads could 
be honest with the clients about the difficulties around offering support to others:  
It’s quite a responsibility for the person trying to help without being 
patronising: there’s a fine line there definitely with trying to get others to do 
what you are doing. (Lead 9T) 
This Lead continued by saying that, if the client was not able to offer support, they 
could always signpost peers to other areas for support, such as a formal weight 
management programme:   
That might be a way in to helping someone if they weren’t prepared to take 
that (peer support) on or aren’t confident to help others.  (Lead 9T) 
Finally, the Leads felt that theirs and the Participants’ perceptions on the best 
approaches to support should be guided by something in writing.  Within the 
programme sessions, the Leads felt that a leaflet would focus their discussions on 
the Participants’ preferences and suggestions for support, and, in addition, could 
be used by their clients for future reference.  There was concurrence amongst the 
group that the leaflet should be short and to the point so that it would not be an 
onerous task to read through:  
You could always put down some guidelines.  Make up a ready reckoner, a 
flyer of some sort to say: ‘How you can help others’.  (Lead 1HCA) 
Maybe you could give them a list of things you could encourage somebody 
to do?  (Lead 9T) 
You could put that together in a wee handout you know … especially the 
phrasing.  (Lead 5DA) 
These three sections have outlined many of the Leads’ beliefs in favour of 
promoting a peer support intervention: the next section provides detail on Leads’ 





6.2.4 Acting as ‘Gate Keepers’  
The Leads indicated that they would want to act as ‘gate keepers’ regarding 
clients’ access to the intervention.  A ‘gate keeping’ affect could result in the 
reduced opportunity for clients to hear about peer support, and this is highlighted 
in Section 6.3.2 and 8.3.1.  In this role, the Leads’ beliefs and motivation to prompt 
the intervention to their clients are driven by Leads’ perceptions on clients’ abilities 
to support their peers, and there were two aspects to this.  
The Leads described the first aspect as the signs they perceived indicated that 
clients would be ready to offer peer support:  
He should complete his programme first before he comes back (for the 
intervention promotion) but ultimately I need to see if he not only has the 
ability to change, but he has the right attitude to doing so.  (Lead 6D)  
This Lead was looking for a client, who could be relied upon, to help peers in a 
comparable fashion to which the clients had been supported at the weight 
management programme.  This discussion was around ensuring that clients 
completed the programme so they would know what advice is conducive to 
behaviour change rather than giving incorrect advice based on fad diets.  Without 
this evidence, the Lead did not want to promote peer support. 
The Leads assessed the second aspect by the presence or absence of signs that 
their client is making positive weight management changes.  Leads were less 
motivated to promote the topic of helping others when they perceived that a client 
in the group could not help themselves.  This led to the Leads being in a quandary 
over whether they should mention peer support in private to those successful in 
changing and, therefore, suitable in the Leads’ eyes for hearing about the 
intervention, or to proceed and deliver to the whole group at the same time, 
whether they had managed to make changes or not: 
We can’t rely on the presumption that they have all been successful in 
weight loss because we have had people go through the (weight 
management) programme unsuccessfully.  (Lead 7DA) 
On reflection, this Lead felt they should offer the intervention regardless of a 





good changes, regardless of the client’s personal progress, a passive form of 
support (as discussed in Section 8.2.3).  
6.2.5 Thematic summary: ‘Motivation’ 
Leads perceived they could support their clients in delivering a peer-led 
intervention by: 
 Having an informal discussion with clients on sharing their skills 
including those learned at their weight management programme 
 Exploring how clients feel about supporting their peers 
 Highlighting the benefits of peer support  
 Encouraging clients’ reflection on their own progress  
 Discussing acceptable approaches to support, including ‘tailoring’ 
 Emphasising the importance of clients’ language and phrasing 
 Using a leaflet to underpin their discussions, not as a stand-alone 
 Acting as gate keepers to the introduction of peer support to ensure 
clients are ready to give support in a way that Leads feel is appropriate 
and in line with the philosophy of the weight management programme 
6.3 Opportunity  
This section presents the Leads perceptions of the opportunities to introduce the 
topic of peer support to their clients.  The Leads talk about two types of 
opportunity: the first, ‘physical’, includes the barriers and facilitators to introducing 
the topic within the environment of the weight management programme.  The 
Leads give their thoughts around the availability of time and appropriateness of 
when to deliver the intervention.  Secondly, ‘social’, encompasses the influence of 
culture that affects the Leads’ opportunities to raise the topic of a peer support 
intervention.  The following section explores the first of these themes.  
6.3.1 The introduction of a peer support intervention within weight management 
programme sessions  
The physical opportunity to introduce peer support was viewed by some to be at 
the beginning of the weight management programme at the first session, and then 





introduced by referring to the programme they had just commenced, and how 
those in their social network may be interested to hear what they are doing.  Social 
support is already included in the first programme session and it was felt that this 
created an opportunity for the Leads to mention the topic of peer support under 
this umbrella.  This would give clients a prospect of cascading to peers the 
information they are learning as they go through the programme before they start 
to offer support on changing their behaviours, however, the quote below highlights 
that, for some, it would only be a ‘mention’ and not a full discussion with clients: 
I would even mention it at day one: ‘This is for the future, something for you 
to think about … but how would you feel about doing this? But don’t answer 
that now … give it some thought and maybe 6 months down the line when 
you’re ready or comfortable, or not comfortable …’ (Lead 8PN) 
Another Lead reflected that: 
They might pass information on to someone because somebody will ask 
(about the weight management programme): ‘What’s it like, what do you do 
there?’  (Lead 9T) 
These Leads considered that raising the topic early on in the programme would 
‘sow the seed’ of peer support.  On the other hand, other Leads felt that this was 
not the best opportunity.  They felt that the success of the client to make changes 
would be unknown at the beginning of the weight management programme.  
Without this ability, the Leads perceived their client would not be a credible peer-
support:  
If you are going to recommend anything to anybody you have got to have 
experienced it yourself … like if you are only just into your (weight 
management) journey, you wouldn’t know then if it was going to be 
successful or not.  (Lead 7DA) 
At the first (weight management programme) session, you cannot introduce 
something like that when they themselves don’t know what the programme 
is about and they don’t have that confidence yet … They have to see their 
results first, for themselves, and to just think about it … before they could 
deliver that help to someone else.  (Lead 1HCA) 
Another Lead felt that some clients seemed to grasp the concept of the 





changes they had achieved and by the language they used.  Different times and 
stages of understanding were perceived by the Leads to be a barrier to introducing 
the intervention to all their clients at the same time.  They went on to discuss that 
tailoring the timing of the intervention introduction could only be done with a client 
on a 1:1 basis, and if that opportunity was not possible, the timing would fall at a 
time that would not suit all clients: 
Then we have had people who have got it (the programme message) by 
week 2.  It’s difficult to quantify it for your study but you would hope that 
people are empowered enough to have had the gist by the end of the 3-
month programme; but you might want to wait until the 6-month review 
before you ask them about supporting others.  (Lead 6D) 
The remainder of opinions was similar, 6–12 months from the beginning of the 
programme:  
I would say at the 6-month review so that the information is still fresh.  
(Lead 2HCA) 
Wait for it all to assimilate and then consolidate it by the time of the reviews 
(6–12 months).  (Lead 4C) 
Any later (than the 12-month programme end) and they may forget a lot of 
the information, so I think it’s at the reiterating stage in the review sessions.  
It’s just keeping that message foremost in their mind.  (Lead 9T) 
Further reasons that Leads gave to waiting until 6–12 months from the start of the 
programme were that clients would have learned and experienced behaviour 
change; they would have built up a rapport with the Leads so that informal 
discussions could take place and thus clients would have more motivation and 
confidence to maintain changes.   
These varied comments on timing could potentially narrow the window of 
opportunity to prompt the intervention if Leads decided to wait until they were sure 
that clients were ready (see Section 6.2.4).  Some Leads commented that this 
barrier could be removed or reduced by using public forums or social media to 
prompt clients to help others.  This method, they felt, would allow full access to the 
concept of peer support without assessing the client for their readiness to be able 





intervention rather than a ‘stand-alone’ method of delivery.  Social media was 
discussed as allowing clients to have time to reflect before agreeing to any 
aspects of peer support, and would help them to avoid any confrontation that could 
be associated with a face-to-face method.   
It could allow participants to give and accept support or avoid it.  (Lead 9T) 
If you want it to work … if you want a recurring theme throughout the weight 
management pathways and all of the communities you work in, you are 
going to need good communication about helping – not just the old-
fashioned newsletters.  (Lead 6D) 
A variation on introducing the intervention in a group setting was the method of 
‘peer invite’.  This would generate an opportunity to speak about the intervention to 
not only the clients but their peers too.  This Lead commented that the clients 
could be encouraged to identify someone in their social network who they would 
like to support, and invite them to the group session when the intervention is 
delivered:    
They could empower them (peers) to be as successful as they (clients) 
have by bringing them into the group and letting them hear about the 
messages for support. (Lead 1HCA)   
She considered it a favourable method of increasing the success of peer support 
because it made the concept familiar and comfortable to both the client and their 
peer.  Yet, expecting the peer to attend a weight management session in a formal 
setting may itself be a barrier to the intervention: it may be something peers 
wanted to avoid, hence the reason they did not attend the weight management 
programme themselves.  But having this individual, client-centred approach may 
be a preferred option for some clients and peers.  
There were mentions of having a visual prompt to encourage clients to think about 
peer-led support.  These were around displaying a leaflet (mentioned in Section 
6.2.3) at the venue during the weight management sessions for clients to pick up if 
they were interested.  This opportunity for the client to receive the intervention 
would be without input from the Leads and more about the clients being 





Face-to-face talking will do more than just say a leaflet but I couldn’t see it 
doing any harm having that around and it could pick up the odd person here 
and there.  (Lead 7DA) 
6.3.2 Looking for cues that the time is right to offer support 
The second theme that Leads perceived to regulate the opportunity to introduce 
the intervention was described as being less of a physical opportunity and more of 
a social one.  This theme continues on from Section 6.2.4 on the Leads’ role as 
gate keepers and explores the cues that indicate to the Leads when clients are 
ready to hear about peer support.  These cues either reduce or promote the 
opportunity to introduce the intervention.   
The Leads commented on wanting to see a cue that their client valued the weight 
management programme content and its philosophy.  Valuing the programme, the 
Leads believed, would encourage clients to cascade their knowledge and skills 
learned to their peers.  Leads felt that clients would have to show they considered 
the weight management programme to be a credible model compared to other 
diets.  
Even if they are still not confident in the group setting, I still see them 
valuing the programme and its learning and they have confidence that this 
is something to tell others about. (Lead 3DA) 
Understanding the concept of how to change their behaviour and lose weight for 
good as opposed to short term measures and ‘quick fixes’ was considered a 
means to give clients the confidence to pass on the programme messages:  
When they’re familiar with the language and the goal setting; and the things 
that we’re asking them to do (intervention) in a way they’re comfortable 
with, they are ready to share that information.  (Lead 1HCA)   
Once they’ve reached that point when they are confident with the 
programme, they will say things like: ‘I was talking to my husband about this 
the other week and between us we’ve decided we’re going to do this 
together’.  But up until that point, I don’t think very many people have the 
confidence to be able to share what they’re learning with others in a 





In addition to finding the message of the weight management programme credible, 
the Leads perceived that clients would want to feel credible themselves if they 
were going to offer peer support.  Leads felt that this would occur when clients 
achieved change, and when they received praise and encouragement from others 
over the changes they have made: 
When the person is acceptant that they have made changes, and they feel 
confident about their changes, and they are aware of what they are doing is 
beneficial to them, they feel genuine.  I’ve had a gentleman who had 
progressed very well with his programme.  And one of his daughters has 
got on board because she has seen the achievements he has made, and 
saw how positive he was with the changes he was making and he was quite 
supportive with her.  (Lead 1HCA) 
When people start to notice and people say to them: ‘Hey you look well, you 
look good, have you been doing something different?’  And then they 
engage in conversation.  We are our own worst enemies and the last 
people to praise ourselves but if it was noticed … that would help them to 
help people. (Lead 2HCA) 
Finding the weight management programme and their own progress credible was 
considered by the Leads to be a big factor in whether their clients would want to 
help anyone else.  The Leads felt they should be mindful of this important stage 
and that clients reached it at different times: seeing these signs would dictate to 
them the opportunity to deliver the intervention. 
Leads talked about the potential ease of introducing peer support: some clients 
had started to think about the concept naturally without any prompts.  This elicited 
some favour by Leads to prompt the intervention when the client showed these 
signs rather than waiting for a specific time within the weight management 
programme. It suggests that a spontaneous and informal introduction to peer-led 
support would be beneficial, as opposed to setting a fixed time to introduce the 
topic.  Examples that demonstrate an informal approach are presented from two 
Leads talking about clients at their groups, who had succeeded in making some 
changes:  
But the group are coming to him: ‘what have you done?  How have you lost 
this weight?’  Basically he is waiting for them to come to him because they 





I happened to mention to one of the girls who comes: ‘You’re looking really 
well,’ and she just stood in front of us and said: ‘I’ve lost a stone and I’m 
feeling great.’  And went on to tell everyone else what she had done.  She’s 
feeling really confident with herself, no doubt about it, and she was ready to 
share that information.  (Lead 9T) 
The topic of spontaneous discussion continued with further emphasis that the 
intervention should be a natural, informal way of getting their clients to think about 
offering support to others.  Commenting that some groups were naturally 
supportive, the Leads were able to offer their support with only minimal direction.  
One Lead described how their group moved towards support:   
It might just happen naturally … it was as much the guys chatting amongst 
themselves in their group session, about what they had done and achieved 
and I didn’t do much but they were there as a group and talked about giving 
each other support. (Lead 5DA) 
There were some concerns that a formal education session on peer support may 
be too much for clients to learn in addition to the rest of the weight management 
programme content.  If ‘helping others’ was a ‘mandatory session’; it may be 
perceived as taking the focus away from clients trying to help themselves to one 
focused on helping others: 
I think making the intervention too formal might mess with things to a point 
that people might be too reluctant to either offer help or seek help, whereas 
if it is a general observation … you know?  (Lead 6C) 
There were comments of waiting for informal talk on peer support to begin 
naturally within the group, and letting the clients be the gate keepers on whether 
they want the intervention to be discussed: 
Do they want the Lead to go ahead with it, with no pressure?  (Lead 4C) 
I would ask them: ‘Would you like to know more about it?’ … they must be 
motivated and interested themselves if they ask but if they say, ‘Oh it’s ok, 






6.3.3 Thematic summary: ‘Opportunities’ 
The Leads agreed that there are opportunities to introduce an intervention within 
the weight management programme but, equally, there were barriers too.  Their 
suggestions on introducing peer support were: 
 Introducing briefly, the topic of peer support at the first session and 
maintain the topic throughout the length of the weight management 
programme 
 Introducing the topic when the clients have completed the core 
programme and are attending review sessions  
 Assessing their clients’ readiness to give peer support in an appropriate 
way  
 Introducing the topic when the clients show they value the programme 
message, are feeling credible as role models, and have confidence in 
their abilities to make changes  
 Allowing clients to raise the topic themselves  
 Encouraging the clients to lead an informal discussion  
 Encouraging the clients to invite a peer to attend an intervention session 
with them  
 Using Social media or public forums to enhance the accessibility of peer 
support  
 Encouraging the clients to pick up written information to prompt them on 
peer-led support 
6.4 Capability 
Having given indication of their motivation to introduce a peer-led intervention, and 
the opportunities that might enable this, the Leads talked about the skills and 
knowledge they perceived would be necessary to do so, and these included their 
training requirements.  The next section looks at this theme in more detail. 
6.4.1 Training on introducing the topic of support to peers 
The Leads felt that written information in the form of a leaflet (discussed in Section 





acceptable peer support.  Using this leaflet in conjunction with some structured 
teaching notes and lesson plans on how to introduce peer support, was perceived 
by the Leads to be necessary.  Their comments were unanimous in that training 
and written resources for delivering the intervention should be added to the Leads’ 
formal training for delivering the weight management programme or be included in 
the updates for those already trained: 
When the Leads are being trained (for the Weight Management 
programme), this could be discussed and say to them: ‘Some people, if 
they’re motivated, could be prompted to help others and this is what they 
could do.’  (Lead 4C) 
Obviously it could be included in the training programme from now on.  
(Lead 6D) 
Leads mentioned in previous sections that they would only promote the 
intervention if clients showed signs of motivation to make changes (Section 6.2.4).  
The Leads perceived they would be able to measure this readiness, and did not 
express doubt in their capability to do so.  They described clients as being ready 
or not ready for the intervention: they did not talk about trying to move clients 
forward in their motivation to make changes either to their lifestyle or to support 
others.   
6.4.2 Thematic summary: ‘Capabilities’ 
The Leads felt that they would need support to enable them to be capable of 
introducing the concept of peer support.  Although they did not feel presently 
competent, they felt they could achieve these capabilities through: 
 Receiving training to explore ways to raise the topic of peer support with 
clients 
 Using structured lesson plans and teaching notes 
 Referring to a leaflet based on participants’ perceptions of useful support  
6.5 Summary of Chapter 6 
In this chapter, I interpreted the Leads’ perceptions on introducing the concept of 





interview topic guide and COM-B as the theoretical framework underpinning this 
behaviour change intervention (Michie et al. 2014), the Leads talked about the 
facilitators as well as barriers to promoting and delivering the intervention to 
clients, and these are summarised under three main headings.  
Leads as Gate Keepers to the intervention introduction  
Many Leads felt there would be no opportunity to introduce peer support if they 
perceived that their clients were not ready to hear about it.  Without this readiness, 
the Leads believed theirs, and clients’ time, would be wasted.  With these 
perceptions, the Leads believed they should be the Gate Keepers to the 
intervention introduction using their judgements.  They would base their decisions 
on seeing whether their clients could make changes in a way the Leads perceived 
would fit with the philosophy of the weight management programme.   
Training and planning required to promote the intervention 
Leads believe a feasible introduction would be one that is an informal discussion 
with their clients prompting the topic of peer support.  The discussions would be 
based on what Participants perceive to be acceptable support, and Leads would 
encourage their clients to reflect on their experiences, knowledge and preferences 
for support.  They believed their clients would need some written information to 
help them support peers and the Leads proposed a guide in the form of a leaflet 
based on Participants’ preferences.  Considered by Leads to be a useful reference 
for clients and themselves, it would reinforce the acceptable messages on peer 
support and the manner in which it is was deemed to be acceptable.  This would 
include giving advice for clients to listen for cues that peers give when they are 
ready for support.  Resources suggested by Leads to increase their own 
capabilities were teaching notes and resources, such as session plans and 
training on using these, could be incorporated into existing competency updates.   
Some Leads felt that the opportunity to introduce an intervention could be planned 
for the start of the weight management programme by incorporating it under the 
umbrella of social support.  These Leads thought they could give clients more 
detail on peer support as they progressed through the programme and as further 





intervention was their belief that clients echoed the Leads’ thoughts on the 
philosophy and value of the weight management programme.  Because of these 
similarities, the Leads felt it would be possible to introduce the concept of peer 
support within the existing weight management sessions.   
Skills and abilities required to promote the intervention  
The Leads felt that training incorporated into their existing competency updates 
would increase their skills needed to promote the introduction. 
This chapter has concluded with a summary of Leads’ perspectives on an 
intervention that promotes informal peer-led support.  Together, with the 
Participants’ preferences that make peer support acceptable, these will contribute 
to the development of the intervention outlined in Chapter 7 (Figure 6.1) 
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Figure 6.1: Intervention build – Part 2, Elements of an acceptable and feasible intervention 
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Chapter 7: Intervention development 
7.1 Introduction 
In Chapter 3, I presented the approaches that would guide the development of the 
intervention, including the theory, methods, and perceptions of the stakeholders.  
In this chapter I present the final part of the development process integrating the 
content and delivery function illustrated by Model 7.1.   
Model 7.1: The Intervention build – Part 3. Elements of an acceptable intervention collated 
from Participant - Lead interaction 
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The findings from the cognitive interviews (methods in Chapter 4) with Participants 
at 12 months (time point 3) informed the development of client materials for the 
intervention.  I conclude this chapter with a specification of these materials, and 
guidance around training gleaned from the Leads Focus Group data necessary to 
deliver the intervention to weight management clients.  This is presented as an 
intervention manual (Table 7.5) to aid future replication and mode of delivery. 
7.2 Putting views into actions: the intervention content  
The proposed intervention of this thesis is to prompt the interactions between 
peers that promote positive behaviour change.  Having identified from the 
Participants and Leads perspectives what needs to happen for this change to be 
acceptable and feasible (stage 4 BCW),  this section now looks at the ‘intervention 
functions’ that could promote peer support and its delivery by using stage 5 of the 
BCW (Michie et al. 2014).  Four of the intervention functions have been identified 
to help Leads prompt the concept of peer support and five have been identified to 
help clients offer the peer support intervention itself.  These functions are broken 
down into achievable and specific parts (stage 7 BCW) by examples of behaviour 
change techniques (BCTs) (Michie et al. 2013).  The stages in this process are 
presented in table 7.1, and the practical BCTs are described in Sections 7.2.1 and 
7.2.3.  The build of the resources identified in these subsections are described in 













Stage 2 and 3. 
What 
behaviour are 
you trying to 
change? 
Stage 4. From their perspective, what 
acceptable interactions and feasible 
approaches create the behaviour 
changes to prompt or to offer the 
intervention?  
Stage 5.  What Intervention functions 
can facilitate these behaviour 
changes?  
Stage 7.  What are the specified 
Behaviour Change Techniques (BCTs) as 
listed in Michie et al. 2013? 







To prompt their 
clients to offer 
(WM) support to 
their peers 
Capability:  
 Training on introducing the topic of 
support to peers 
Opportunity:  
 During WM programme sessions 
 Looking for cues that the time is right 
to introduce the topic of peer support 
Motivation:  
 Prompting a discussion within the 
group  
 Encouraging reflection and sharing of 
WM experiences  
 Guiding the clients around ways to 
give support  
 Acting as ‘Gate Keepers’ to the 
intervention introduction  
Training and Educating Leads with:  
Graded tasks  
Instruction on how to perform a behaviour 
Demonstration of behaviour (role playing) 
Information about health consequences 
Information about social and environmental 
consequences 
Enabling Leads by: 
Problem solving  
Action planning 
Social support 
Review behaviour goals 
Persuading Leads with: 
Information about social and environmental 
consequences  
First core session 











when the client 
appears ready to 

















changes to their 
peers  
Capability: 
 Indirectly offering support by raising 
the topic 
 Offering support that they and their 
peers value including: praise, inclusion 
and demonstration, and 
encouragement  
 Being able to listen and hear that 
peers want support 
 Being able to allow peers to explore 
their options and tailoring any advice 
Opportunity: 
 Seeing and listening for cues that 
peers would accept support 
Motivation: 
 Seeing their peers achieve the same 
health benefits when they too make 
changes 
 Seeing peers ready to make changes 
 Achieving their own lifestyle changes 
gives them confidence to help their 
peers 
 Receiving benefits to themselves 
when supporting peers 
 Remembering their own struggle to 
make changes 
 Feeling ready to help their peers 
Educating Clients with: 
Information about health consequences 
Information about social and environmental 
consequences  
Encouraging Clients on Modelling: 
Demonstration of the behaviour 
Social comparison 
Enabling Clients by: 
Problem solving  
Action planning 
Social support 
Persuading Clients with: 
Information about health consequences 
Information about social and environmental 
consequences  
Focus on past success 
Credible source 
Feedback on outcome(s) of the behaviour 




Within their social 
environment when 
the client’s peer 







7.2.1 Stage 5, Stage 7: Training, Education, Enablement and Persuasion: the 
Intervention Functions that support Lead behaviour change and the Behaviour 
Change Techniques (BCT) that enable the changes  
In Chapter 6, the Leads suggested training aids to give them guidance on raising 
the topic of peer support.  They described these as ‘structured teaching notes’ 
(Appendix 7.2) that could be added to those already used in training Leads to 
deliver the weight management programmes.  Built on graded tasks, the ‘teaching 
notes’ would provide information and instruction on introducing the intervention.  
The ‘session planner’ (Appendix 7.3) would highlight when the topic should be 
introduced and list the task and discussion points to be covered, including the 
resources that support this topic area.  
The weight management programme dietitian who trains the Leads already 
demonstrates training aids such as role play and educates the Leads on the 
importance of health consequences.  In addition to what is already delivered, this 
dietitian could inform the Leads on the importance of peer support and of the 
preferences indicated by the Participants that make it acceptable.  Discussing 
methods of introducing peer support and the problems and actions that other 
Leads have experienced could increase their confidence to raise the topic.  In 
addition, feeling positive about the social consequences of peer support could 
drive the Leads’ motivation to introduce the intervention.  
7.2.2 Production of the Teaching aids 
The drafted teaching notes and session plans incorporate the findings from the 
Leads’ data in Chapter 6 and the Participants’ preferences for peer support 
discussed in Chapter 5.  They are based on the present weight management 
programme teaching notes and session plans, and are written in the same style 
and format.  Both were reviewed by the weight management programme dietitian 
for the Health and Social Care Partnership (HSCP), and an external dietitian who 
works in weight management from another HSCP.  Both sit on the Study Steering 
Group and give support with their specialist skills.   
The weight management programme dietitian agreed that the teaching aids were 





support was considered feasible at the beginning, during the core programme, and 
at review sessions because the topic of social support, including its value, is 
already part of the programme content.  Under this umbrella, the dietitian believed 
that the Leads could emphasise the value of peer support and its benefits, not only 
when introducing lifestyle changes, but also at review sessions when encouraging 
maintenance of these changes.   
Similarly, the external dietitian on the Steering Group made suggestions for 
changing the teaching notes to focus on both weight loss and weight maintenance.  
In addition, feeling that the Lead should not be identified as the clients’ only role 
model for talking and listening skills, the clients should also think about someone 
they know who listens well to them, and who gives them support in the way they 
prefer, as supported by the findings in Chapter 5.  
7.2.3 Stage 5 and Stage 7: Education, Modelling, Enablement, Persuasion and 
Incentivisation: the Intervention Functions that support clients’ behaviour change 
and the Behaviour Change Techniques (BCT) that enable these  
The weight management programme already gives information about the 
beneficial health consequences of making changes, and including further 
information on sharing these consequences with their peers may increase their 
motivation to offer support.  In Chapter 5, the Participants talked about the ways in 
which they could help their peers and their methods of doing so:  some of their 
comments originated from past experiences of losing weight, and others were 
based on new experiences from the programme they were attending.  If 
Participants perceive the messages of the programme as being credible, they may 
feel persuaded to cascade these messages to their peers.  In addition, receiving 
positive feedback on their own changes may provide motivation to offer peer 
support, and this can be both socially rewarding and self-rewarding if offering 
support has a positive influence on their own weight management.  Demonstrating 
positive changes may also help clients to feel credible as a role model, especially 
if they see their peers not managing their weight management.   
Incorporating the identified BCTs with the study Participants’ preferences for 
acceptable peer support, as listed in stage 7 (Table 7.1) would enable Leads to 





practical and replicable way. Leads suggested these preferences could be 
compiled into a leaflet for reference for both clients and the Leads.  The next 
subsection of this chapter discusses the development of this guidance leaflet. 
7.2.4 Production of the Guidance leaflet – ‘It’s as easy as PIE’ 
The Participants’ perceptions of the key components for peer support with the 
identified BCTs to enable these preferences were drafted into a leaflet (Appendix 
7.1a, b, c) and the format was based on the Leads’ suggestions (Table 7.2) 
including the size, content and writing style.  
Table 7.2: A summary of Leads’ suggestions on the guidance leaflet (PIE) 
Leads’ suggestions Leaflet wording/appearance 
‘Some guidelines in the 
form of a ready reckoner or 
flyer on ‘How to help 
others’” 
‘Helping others to make lifestyle changes: It 
can be “As easy as PIE”’ 
 
‘A simple flyer on an A4 
paper in a simple form’ 
‘1 sheet of A4 paper folded in half with text 
boxes of participants’ experiences and plain 
writing to encourage reading’ 
‘The leaflet could guide the 
language the client uses to 
offer the support as 
expressed by the 
participants’  
‘We know that people don’t like to be told 
what to do’ 
‘The leaflet could remind 
the client of the ways to 
offer support as expressed 
by the participants’  
‘Offering support to lose weight is a 
sensitive area, even to those we know well’ 
‘Some find it difficult to ask directly for fear 
of rejection or even embarrassing you.  
Instead, they may hint at wanting support.  
To pick this up, you would have to listen 
well and be alert to what people are saying. 
Once you get the impression that someone 
wants to change, this is the time you could 





‘The leaflet could list 
examples of ways their 
client can encourage their 
peers to make changes as 
expressed’ by the 
participants  
‘Praise is something we like to receive and 
we find it rewarding when someone tells us 
how well we have done   
Including someone in your new, healthy 
ways and demonstrating your changes can 
encourage them to make changes too 
Encouraging others to keep going with their 
changes or to try new ones gives them 
support’   
 
Known as ‘PIE’, an acronym for ‘Praise, Inclusion & demonstration, and 
Encouragement’ the leaflet was reviewed by members of the Steering Group 
(programme dietitian, external dietitian, and health psychologist).  They were 
asked for their expert reviews on the clarity and suitability of the written word: the 
details of these reviews are outlined in table 7.3. 








“I would make the language plainer and less wordy” 
External 
dietitian 
“Not sure what the best image is for PIE but feel that as the only 
image it’s a shame that  it depicts  a highish calorie pudding” 
Health 
psychologist 
“Overall I think it’s got a lot of relevant and interesting and helpful 
content.  I think I would focus on making the main messages of 
your sections clearer and reduce the word count a little – it’s a lot 
to read for a leaflet … For a leaflet I find the language a little too 
tentative in places.  I think it would be a fair assumption to make 
that they (clients) have made changes to their eating and Physical 
Activity.  You could be a bit more direct.  I like the strapline 
because: 
- It’s easy to remember – who would forget a PIE? 
- It’s playful, it’s related to weight management 






To summarise, the external dietitian commented that the ‘PIE’ picture was perhaps 
not the best choice to illustrate the leaflet; all three group members gave advice on 
the language to make it: plainer, more direct, less tentative and less wordy.  These 
comments were used to edit the leaflet and the picture was changed to a savoury 
pie; the content of the leaflet was not changed, as this reflected the views of the 
Participants.  The literature (Willis and Artino 2013) has identified that clients and 
patients have different views to professionals on the information they find 
important and, as this leaflet is primarily for the clients, their views are the most 
important.  The final draft of the leaflet was shown to a sample of six Participants 
at time-point 3 (Table 5.1 presents their characteristics).  Their feedback, by 
means of cognitive interviewing using ‘Think Aloud’ and ‘concurrent probing’ (as 
opposed to retrospective) (see Section 4.7.5 for this method) is presented in Table 








































7.2.5 Summary of the findings from time-point 3 (Table 7.4) 
The main comments about the guidance leaflet are summarised detailing the 
changes made in line with suggestions from a range of study participants.  The 
final three versions of the leaflet portraying a chart, savoury or sweet pie can be 
seen in Appendix 7.1a,b,c (participant codes are listed in Appendix 5.1). 
The Participants reported positively on the format of the leaflet, apart from one 
comment around the inappropriateness of the ‘PIE’ picture: this Participant felt it 
was promoting something he was trying to avoid, and he suggested an innovative 
idea using a pie chart instead of the pie itself (3.21M).  Another Participant had 
given preference for a sweet pie as she felt that this would attract her to the leaflet 
more than a savoury pie picture (3.13W).  These comments are similar to the 
comments made by the Steering Group, who could not decide what type of PIE 
would be more appropriate to clients.  A solution would be to have the resource 
made available electronically and the Leads could tailor the various versions to 
their clients.  An attractive picture would potentially draw the clients to reading the 
leaflet.  There was a consensus that the language was non-judgemental; however, 
comments from one Participant about the wordiness influenced me to reduce the 
words with more of an emphasis on plain English.  Overall, Participants agreed 
that the leaflet was the right length.  
The Participants felt that the leaflet message was clear enough to follow, and 
suggestions regarding a change of the text boxes to more positive examples were 
heeded and changed.  For example, rather than reading a text that talks about 
what not to do, they preferred hearing about a good experience of what they could 
do.  
The Participants had an astute perception on what a ‘lifestyle change’ is.  They 
were able to explain it well in relation to what it meant to them. These Participants 
had just completed the 12-month weight management programme that included 
the term ‘healthy lifestyle’ and were more likely to understand the meaning.  For 
the intervention, this leaflet may only be comprehensible if it is discussed with 





leaflet was about being open with peers, recognising the cues they wanted help 
with and being able to offer help in a way that was acceptable to both of them.   
Overall, the Participants liked the format of the leaflet, felt the message was clear, 
and having attended the weight management programme, they could understand 
the concept of how to maintain a healthy lifestyle.  They preferred hearing about 
positive experiences and having a picture that encouraged them to eat well; the 
leaflet was changed accordingly. 
7.3 The intervention manual 
The first six stages of the intervention design (Table 7.1) have been built on the 
comments of the Participants, Leads and Steering Group and guided by behaviour 
change strategies.  This has resulted in activities set in the context and culture of 
the environment in which they are introduced and delivered.  Michie et al. (2014) 
suggest in stage 7 and 8 of an intervention design that there should be specific 
details to aid any future replication and evaluation purposes, regardless of who 
delivered it and when.  This would include the content of the intervention and the 
mode of delivery.  Fraser and Galinsky (2010) suggest that these details should be 
described in a manual or protocol.  These details should give not only an overview 
of the intervention but should have clear explanations for the session goals.  This 
written process would allow intervention fidelity, which is ‘the degree to which the 
planned components of an intervention have been delivered as intended’ (NICE 
PH49 2014, p. 49).  For this intervention, a manual has been collated, lists the 
specifications of the activities involved, and the exchange required between the 
Leads and the programme clients. In addition, the manual includes the education 
and skills necessary to deliver the intervention (Hoddinott 2015).  The manual 
content and flow can be used for future research, especially around feasibility 
testing, by using listed activities such as context and time for planning.  In addition, 
the manual allows the tested intervention to be compared to the intended 
philosophy of the designed intervention (Fraser and Galinsky 2010). 
Duncan et al. (2004), in their review of the literature for manuals guiding cognitive 
behavioural therapy interventions, concluded that examples of sessions with 





rather than a regimented one.  The session planners and teaching notes 
(Appendices 7.2 and 7.3) have included some detailed areas for group discussion 
on peer support, but these examples could include future stakeholders’ 
experiences.  This intervention manual is informed by stakeholders’ perceptions 
and guided by theory and therefore it is more likely to progress with new theory 
and due to stakeholder involvement.  NICE PH49 (2014) advise that the manual is 
reviewed with updates, especially if access can be made via the internet. 
The template chosen for this study’s manual is based on the TIDieR (Template for 
Intervention Description and Replication) checklist and guide.  This template has 
been developed from existing checklists and reviewed by an expert panel 
(Hoffman et al. 2014).  In addition, I have included the ‘Form of delivery’ (FoD) 
(Dombrowski et al. 2016) to add extra information to the way in which the 
intervention should be delivered.  Dombrowski et al. (2016) advise describing not 
only the delivery format, such as real or virtual, group or one-to-one, but all 
possible variations used, such as tailoring, setting, and style, and these may vary 
according to the BCTs used.  The TIDieR checklist, with the inclusion of the FoD, 
will be my guide of choice to safeguard the authenticity and philosophy of any 
future replication of the intervention.  In brief, the manual is a checklist to guide the 
delivery of the intervention according to: its budget, its setting; its context; its effect 
– both for clients and by the cost of implementation; that it is judged to be 
acceptable by the people it will be aimed at and those who will deliver it; and that it 
is found to do no-one any harm.   
7.4 Summary of Chapter 7 
This chapter has outlined the final stages of the intervention design and 
development resulting in an intervention manual.  The contents of the intervention 
are based on Participants’ and Leads’ views on the acceptability and feasibility of 
informal peer-led weight management support. Chapter 8 will discuss the 
development of this intervention within the context of the overall findings of this 










































































Chapter 8: Discussion  
8.1 Introduction to the chapter 
In this chapter, the following areas will be addressed: to summarise and 
synthesise the research findings in relation to the research purpose, aims and 
questions; to discuss how these findings confirm, challenge or contribute to our 
understanding of peer support in weight management from the current literature; to 
consider the implications of these findings for policy and practice; to discuss the 
strengths and limitations of this thesis; and to recommend future areas for 
research. 
The research purpose of this thesis was to explore “What interventions would be 
acceptable and feasible to support clients attending a structured weight 
management programme to help their peers achieve weight loss too?”  Two 
research aims were constructed to answer this from the perspective of the study 
Participants, and of the study Leads.  Over the following sections I will provide 
discussions to meet these aims through answering the research questions and 
explaining the meaning and importance of the study findings for practice and by 
relating them to behaviour change theories and similar literature. 
8.2 Discussion on the key findings from the Participants’ perspective on 
acceptable peer support 
The first research aim was: ‘to find out whether clients perceive they have the 
capabilities, opportunities and motivation to offer or accept informal peer-led 
weight management support’, and this was explored by four associated research 
questions (RQ).  These were:  
RQ 1. What capabilities do clients have to offer an acceptable type of support?  
RQ 2. What capabilities do clients have to offer this support in an acceptable way? 
RQ 3. What opportunities are there for clients to effectively initiate or request 
support?  
RQ 4. How motivated are clients to make an offer to or accept support as 





From the Participants’ data four main themes were identified (Section 5.5).  Under 
these themes, I will discuss the barriers and facilitators to Participants’ 
acceptability of peer support and address the research questions. 
8.2.1 The benefits and risks to offering peer support: addressing RQ 4 
In Chapter 2, I explored the various contexts of peer support and described their 
source as ‘Formal or Informal’ (Section 2.3.4).  The benefit of informal support is 
that anyone could potentially play a supporting role as opposed to formally tasking 
someone to be a peer and offering them extrinsic reimbursement; instead, existing 
community assets could be utilised.  Finding out whether Participants attending a 
weight management programme could give support without payment or position is 
essential to the concept of informal peer-led support.  Cascading knowledge and 
offering support to their peers depends on Participants’ motivation to do so and the 
benefits and risks they perceived would affect this.   
The major finding from this study is that Participants have the motivation for both 
offering and accepting weight management support without formal extrinsic 
encouragement or reimbursement to do so: they are driven by the incentive of 
their own values and beliefs.  Tessaro et al. (2000) identified peers feeling 
rewarded by their specific role to give formal support because they perceived the 
extra training and information enhanced their skills and knowledge around learning 
to lose weight.  The authors did not report any intrinsic motivation to offer support, 
nor did any other literature studying the effects of peer support in weight 
management.  The existing research appears to focus on extrinsic rewards for 
driving peer support rather than the reasons that drive informal peers to support 
others. 
Participants in this study reported several benefits to offering support that drive 
their motivation; of these, their strongest drivers were based on ‘altruism and 
anticipation’.  Participants especially wanted to share the health benefits they had 
received and looked forward to family becoming healthier; an automatic, innate 
desire to both continue generation of their family, and create family well-being 
(Kahneman 2012).  Similarly, Participants’ were affected by another automatic 





they experienced that their family was not as healthy as it could be, or in being 
happy that their family were making healthy changes.  Confirming these findings, 
Aschbrenner et al. (2017) reported on 15 participants who were invited to support 
their partner in exercise:  participants took part due to concerns about their 
partner’s health rather than to enhance their own health benefits.   
These drivers of altruism and anticipation appear to go hand in hand with the 
Participants’ sense of identity, not only as a member of their family, but also as a 
member of their social community.  Offering support to peers outwith the family 
circle was driven by altruistic feelings such as loyalty to work colleagues or duty to 
support a friend struggling to make changes.  Seeing a relief in their peer’s 
distress or anticipating this relief decreased their worry about them and was 
considered to benefit both participant and peer.  This in turn upheld or promoted 
the Participants’ esteem by allowing them to feel valued for the support they were 
offering, especially when their peer was seen to be making progress with healthy 
changes.  Although ‘altruism’ may not be the best definition here because the peer 
also benefits from the act of helping (Steinberg 2010), the Participants found that, 
for them, these benefits were a motivator to them to offer support.  Furthermore, 
the effect of culture on Participants’ altruism was mentioned:  Participants were 
more motivated to accept support if they could return the favour.  The effect of 
culture on peer support is discussed further in Section 8.2.3.   
From the benefits of offering support through altruism, to a more personal benefit, 
Participants described peer support as being two-directional.  Participants 
supporting others found there was a mutual relationship at times that helped 
Participants to maintain their own weight and to create their own new goals.  This 
was despite descriptions of unhelpful support offered to them from their peers 
outside the weight management programme.  These perceptions have not been 
found in peer weight management support literature and this study suggests that 
providing information to clients of the benefits of peer support could include the 
potential rewards to their own weight management. 
Conversely, the risks to their health and well-being were also mentioned by 





mainly centred around the time and effort required to give support, the distress of 
seeing peers unable to make changes, and the possible threat to relationships: 
these risks appeared to outweigh the prospect of any possible benefits to the peer 
of offering support.  These findings on relationship risks are consistent with those 
of Demark-Wahnefried et al. (2014), who reported in their randomised controlled 
trial of 68 mother–daughter dyads that mothers were not keen to participate in a 
weight loss programme with their daughters.  Due to the quantitative nature of the 
study, the authors could only surmise the reasons for this finding, such as a 
potential threat to the mother-daughter relationship.  Similarly, Hammarström et al. 
(2014) reported in their randomised trial of 14 female participants at a weight loss 
intervention, that these mothers and spouses felt obliged to provide favourite 
family meals rather than their own preferred healthier options. 
Informal support has no clear timings and boundaries, and future clients of weight 
management programmes may need reassurance that giving support should not 
be to their own detriment.  The PIE leaflet (Appendix 7.1a,b,c), developed from 
Participants’ views mention the benefits and risks of peer support to allow future 
users to be informed and reflective.  This leaflet may help users to be proactive 
and plan their input as opposed to feeling worried about their capacity to offer peer 
support.  These findings provide a contribution of new information around the 
intrinsic motivation to offer support based on altruism and anticipation and 
highlights the perceived risks to peer supporters’ overall well-being; in addition, 
these findings are situated in the context of current literature.  
8.2.2 The readiness of their peers to make lifestyle change: addressing RQs 3 & 
4 
A readiness to make lifestyle changes acted as both facilitator and barrier for 
opportunities to offer support and the motivation to do so.  From the perspective of 
the Participant, there was great emphasis placed on seeing peers ready to make 
lifestyle changes before they offered support.  They perceived that at this point of 
change, their support would be valued and welcomed, thus maintaining the peer 
relationship.  Participants felt there was an opportunity to offer support when there 
were signs such as hearing change talk and seeing change actions.  From the 





unwillingness to discuss change if support was offered when they weren’t ready to 
accept it; they felt it was a criticism of their actions.  These findings are confirmed 
by Verheijden et al. (2005) who, in their systematic review of randomised 
controlled trials, suggested that offering a support that is needed at a particular 
time is more likely to have an impact on the recipient’s behaviour.  Aoun et al. 
(2013), in their descriptive quantitative study, recorded successful reductions in 
BMI when peers offered dietary knowledge at times when the recipient was ready 
to accept this.  By understanding the peer’s readiness to make changes, the 
support worker was able to progress their peer through the Stages of Change 
model (Prochaska et al. 1992).  However, in a real-life setting of informal support, 
weight management clients can appear to be in more than one stage of change in 
one day, depending on daily events (Ahlgren et al. 2016), and may not move 
smoothly from one stage to the next (Sniehotta and Aunger 2010).  Participants in 
this study were not trained on the topic of behaviour change, yet they appeared to 
gauge their peers’ readiness to receive support and gave many details on how 
they assessed this.  These findings contribute to the literature by suggesting that 
informal peers may naturally be aware of the best time to intervene with support 
without specific training to do so.  In addition, these findings summarised in the 
PIE leaflet suggest specific methods peers could use to assess readiness to 
change before offering support.  Participants’ preferences for types of support 
offered and the methods of offering these are discussed in further detail in the next 
section. 
8.2.3 The methods of offering, and the types of peer support: addressing RQs 1, 
2 
Transferring credible information through the process of cascading may not be 
enough support for behaviour change.  The Participants in this study were quite 
clear on what knowledge they could cascade, and also how they would like to offer 
and receive that knowledge so that it was supportive to them.  Participants’ 
preferences were to receive support that was given in a way that allowed them to 
be autonomous in making changes.  They wanted persuasive and prompting 
methods that enabled them to go ahead and make changes: methods such as 
encouragement to try new healthy changes or praise for what they had achieved.  





autonomous in their change decisions.  Methods of offering support that were not 
acceptable or useful were those made in a controlling or pressurising way, such as 
being told what to do, and undermining or doubting behaviours, such as querying 
whether the Participant should be attempting a goal or whether the goal was an 
improvement, such as questioning their desire for weight loss.  These findings 
reflect many examples in the literature.  Gorin et al. (2014) reported their 
participants feeling controlled when partners coerced them not to eat high-calorie 
foods when tempted; they felt they would rather make that decision themselves.  
Aschbrenner et al. (2017) discovered that persuading or prompting their partners 
to improve their health behaviours resulted in significant weight loss (≥5%) by 40% 
of participants who had lost any weight.  In their qualitative work, Rydén et al. 
(2011) report a lack of support to dieting wives when spouses objected to new 
healthy family meal recipes.  Sorkin et al. (2014) found that inviting a mother and 
daughter to a weight management programme together decreased reports of 
undermining behaviours and increased behaviours of persuasion for support.  
However, they reported that the use of numerical surveys in their randomised 
control trial did not allow them to discover any finer details on whether their 
programme effect was just peculiar to that specific relationship.  On the other 
hand, the Participants of this study felt that techniques of encouragement and 
praise were a universal desire in all peer relationships, not just mother and 
daughter, thus adding new knowledge to the current body of literature.   
Participants were confident of their physical skills to direct their support in a 
practical manner to their peers and their preferences, including demonstration and 
inclusion.  Demonstration was based on role modelling of their own good 
behaviours, such as eating healthy lunches, in a cascade affect.  Sometimes this 
was an unconscious demonstration, it was just the Participant living out their 
healthy behaviours; on other occasions, they consciously set out to pass these 
‘good’ behaviours on.  Either way, Participants reported that their peers were 
inspired by these changes.  Inclusion was achieved by sharing with their peers 
their experiences and behaviours; sometimes openly, but sometimes covertly by 
vicarious means, such as providing their peers with healthy meals.  Rossini et al. 
(2011) reported the benefits to family members from the ripple effect of good 





the mechanisms for these actions, nor could they differentiate between those 
behaviours that were conscious or unconscious.  Similarly, Gorin et al. (2008) 
found that when individuals decreased their high fat meals to promote their weight 
loss, their spouse lost weight too, but there was no explanation about whether the 
individual made deliberate decisions to change their spouses’ meals.  Jackson 
(2015) described inclusion as being a passive support in that peers did not 
consciously make a change; their behaviours were changed for them.  This is 
quite different to when peers reflect and make an autonomous decision on 
behaviour change.  Using mixed methods of data collection in both studies, Bishop 
et al. (2013) and Sandon (2015) were able to identify that their participants 
perceived their modelling of new habits inspired their social circle to change their 
behaviour in the same manner that this study has.  Bandura’s ‘Social Cognitive 
theory’ (1986) confirms these views.  He describes how people will observe and 
replicate those they feel connected to, such as those in their social environment.  
There are many examples in the literature comparable with the findings of this 
study and they describe participants’ preferences, too, for demonstration and 
inclusion, and the effectiveness of these.   
The Participants’ capabilities for offering support were dependent on their own 
self-beliefs, prompting positive thoughts that they were credible sources of 
support.  The visibility of their healthy changes to their social network also made 
them feel credible.  This second factor was perceived as being especially 
important to enhance their role modelling skills and is confirmed in further detail in 
the Theory of Social Comparison by Festinger (1954) highlighted in Section 3.5.  
From the view point of the recipient, Participants felt they could only accept 
support from a peer if they had similar goals and experiences and were trying to 
make lifestyle changes too.  These factors were more important for making the 
support credible than seeing weight loss or healthy changes in their peer.  
Credibility made peer support acceptable, not the fact that they were part of the 
same social network.  However, there was a difference in perceptions of credibility: 
if a Participant was unable to make changes or could not keep to the changes they 
had made, they did not feel they were a credible source of support.  These 
thoughts reiterate the theoretical beliefs of Bellg (2003) that offering peer support 





management changes.  Conversely, when accepting support, Participants only 
looked for someone trying to change and not someone who has been successful 
in change.   
When mentioning a preference for supporting someone with similar goals and 
experiences, there was a mixed response for supporting different genders, 
however, there was agreement on the importance of tailoring support.  Both men 
and women Participants talked about how incorporating fun and competition into 
conversations made it easier to offer and accept support.  These thoughts of 
adding ‘banter’ to conversations are echoed by Witty and White (2010) and, more 
recently, in the ROMEO study (Robertson et al. 2017), although these studies only 
looked at the male preference for making support fun. 
This section has outlined the Participants’ preferred methods of support – 
autonomous and self-determined over controlled; inclusion and demonstration 
over directive, and these findings are comparable to those found in the current 
literature.  Adding to our knowledge is the importance that Participants placed on 
being ‘credible’, and their detailed description on their perceived definition 
according to whether they are the supporter or the supported.   
This study aimed to look at informal support whereby peer supporters would not 
receive training on giving support (Section 2.3.4).  Although the Participants’ 
perceptions were that they did not require anything extra to be capable of offering 
acceptable support, the literature review identified that recipients of support valued 
a peer trained or educated to offer an acceptable type of support.  The study 
findings add to the literature that Participants perceptions captured in the PIE 
leaflet could suggest to clients at a weight management programme, the ways to 
offer acceptable peer support without formal training.   
8.2.4 The effects of culture and environment on support: addressing RQs 2, 3, 4 
The culture and setting of their social environment was perceived by Participants 
to affect many aspects of peer support.  Acceptability of peer support in the 
context of their social environment depends on social approval by following set 
styles or ‘norms’ thus preventing the risk of social disapproval.  Participants 





manner that their peers found culturally acceptable without risk of offence, and in 
the form of excessive hospitality. 
First, the manner in which Participants offered and requested support minimised 
the risk of offence.  They felt confident using the guidelines set down by their 
culture, and doing so increased their motivation for support.  They talked about 
taking opportunities to initiate or request support in their preferred indirect manner 
by acting on cues.  They used their cognitive skills and knowledge to create or 
gauge this opportunity.  Participants found that the practical way to achieve this 
indirect method was by raising the topic of weight management by conversation or 
by demonstration and role modelling.  Likewise, Faw (2014) talked about mutual 
engagement when a peer modelled new habits, and Bishop et al. (2013) found 
that participants with weight loss inspired their social circle to ask how they 
changed their behaviour.  Both studies found that peer interaction relied on cues.  
However, neither study mentioned the possibility that cues could be missed, 
resulting in missed opportunities for support.  In this study, the interviews allowed 
Participants to be reflective and to engage in active listening, and this allowed 
them to identify occasions of missed cues.  The Participants surprised themselves 
when they were able to reflect on their missed opportunities for support.  Demark-
Wahnefried (2014) discovered her TEAM intervention to be less effective than she 
had expected when she recruited mothers and daughters to give each other peer 
weight management support.  She found that they continued their traditional 
culture of sharing recipes and meal preparation but missed cues for support 
because they did not engage in new behaviours of reflective talk or active 
listening. 
Secondly, as discussed in Section 8.2.1, Participants did not want to threaten their 
social relationships and, throughout the findings, they gave many examples of 
when they avoided this risk.  Culture drives the extent of hospitality and 
generosity, and this may result in the offers of extra rich foods and large quantities.  
Participants had commented on accepting gifts and eating meals, especially 
outside the home, that were not conducive to weight loss.  They reported ‘going 
along’ with their peers’ desires and the normal habits of their social group rather 





literature review.  Terranova (2017) reported the challenges that women especially 
found when trying to change and maintain new healthy changes.  They continued 
to be supportive to their family members, especially those who did not welcome 
the new changes.  Similarly, Ahlgren (2016) discovered the women in their study 
having to forsake their new weight management goals or risk social disapproval 
when making new lifestyle changes.  Likewise, Rydén (2011) heard from her study 
participants about the problems caused by tradition when eating socially and the 
difficulties trying to isolate their healthy goals from the culture of their social 
environment.  They found they lost control of their healthy option choices and felt 
obliged to fit in with their peers.   
The Participants in this study felt helpless in going against the culture of their 
peers and this feeling contributed towards a loss of their motivation to continue 
with healthy changes.  Similarly, Kahneman (2012:42) describes self-control as 
“depleting and unpleasant”.  However, Participants were able to give examples of 
successful change when their peers supported them on their changes to make 
new ‘norms’ and break away from the traditions of their social environment.  Gorin 
et al. (2013) and Hammarström (2014) also highlighted times when peer support 
broke away from the social ‘norms’ and promoted weight management changes.  
Furthermore, in line with Gorin et al. (2014), the findings suggest that Participants 
felt empowered to help those within their social environment when attending the 
weight management programme; they perceived that their attendance gave them 
the capability to positively influence their peers’ lifestyles by passing on health 
benefits.  These findings conform to the work by Ogden and Hills (2008), who 
describe the possibility that individuals can reinvent themselves and become 
healthier if they have the knowledge of why they should do it and receive a 
demonstration on how to do it.  Whereas these findings confirm with the literature 
on the problems of going against ‘social norms’ to achieve peer support, this study 
contributed additional information in that the Participants’ preferred method of 
requesting support was to fit in with their social norms of an ‘indirect approach’.  
Participants gave their detailed perceptions of the cues that signaled this request 





These findings from the Participants’ perspective address the first four research 
questions, and not only confirm some of the literature on peer support, but also 
add new knowledge that enhance and further develop what is already known.  In 
the following section, I will discuss the findings from the Leads’ perspective on 
promoting peer support and address the remaining three questions. 
8.3 Discussion on the key findings from the Leads’ perspective on 
prompting peer support 
The second research aim: ‘to find out whether Leads perceive that they have the 
capabilities, opportunities and motivation to prompt their clients in providing 
informal peer-led weight management support’ is explored by the final three 
research questions.  These were:  
RQ 5 What capabilities do Leads perceive they need to support the intervention? 
RQ 6. When would Leads perceive there is a feasible opportunity to support the 
intervention? 
RQ 7. What drives Leads’ motivation to support the intervention?  
There were three main themes identified in the findings from the Leads’ 
perspective (Section 6.5).  Under these headings, I will discuss those elements 
that facilitate or bar their introduction of peer support within the context of the 
weight management programme and address the research questions: 
8.3.1  Leads as Gate Keepers to the intervention introduction  
8.3.2  Training and planning required to promote the intervention  
8.3.3  Skills and abilities required to promote the intervention  
8.3.1  Leads as Gate Keepers to the intervention introduction: addresses RQ7  
In Section 6.2.4, I presented the Leads’ beliefs about authorising their clients’ 
access to the introduction of the intervention and, in doing so, they indicated their 
role of gate keeper.  A client would ‘qualify for access’ when they showed their 
ability to apply the weight management programme message and this was judged 
by Leads to show a readiness of the client to offer peer support.  A lack of showing 





was based on their expectations of their clients’ abilities, their perceptions of their 
clients’ attitudes, and the Leads’ own experiences of facilitating the weight 
management programme.  The Leads wanted clients to talk about the same things 
in the same manner that they use when delivering the programme.  This implies a 
right and a wrong way, which can be perceived as ‘controlling’, but is typical of 
professionals who are used to triaging clients or having gatekeeper roles 
(Greenfield et al. 2016).  In keeping with these findings, Hoppe and Ogden (1997) 
identify a link between health professional beliefs and their subsequent behaviour 
on introducing an obesity intervention.   
However, the Leads’ subjective assumptions may not be valid and bias may 
operate’ even though they could explain their actions, from their point of view, on 
how they determine a client’s suitability. The beliefs of the Leads quite clearly 
drove the introduction of the intervention: they are one of the main factors that 
could create or remove an opportunity for clients to hear about it.  These beliefs of 
the Leads are quite different to those of the Participants on their abilities to help 
their peers.  Only one participant felt unable to help due to his lack of ability to 
make changes to his own weight.  The consensus of the other Participants was 
that their abilities to help their peers was based on their knowledge and skills 
learned from the weight management programme and their demonstration of 
these.  They may not necessarily have achieved weight loss but are being seen as 
trying to make changes.   
This concept of ‘gate keeping’ is also discussed in the literature and was first 
identified by Lewin (1943) as a role that women played that controlled their family’s 
access to different foods.  Since then, clinical gatekeeping has been identified as a 
predominant concept in the NHS, whereby patients’ access to research studies 
and the possible benefits has been prevented (Snowden and Young 2017).  
Likewise, primary care providers have prevented patients’ referral to secondary 
care for specialist treatment (Greenfield et al. 2016). Recruitment to this study 
suffered similar gatekeeping by some Leads.  Although there is considerable 
information on the altruistic benefits that participants receive from taking part in 





area prevented their groups from having the opportunity to participate (Section 
5.1). 
The Leads talked about not wanting to burden their clients with the extra topic of 
peer support if they considered them to be struggling with their own weight 
management or just trying to follow the weight management programme itself.  
The Leads do sound supportive, but could be considered overprotective or even 
outcome-focused, thus reducing the opportunities to introduce peer support.  The 
clients may have wanted to hear about the intervention but, without collaboration 
with them, the Leads were setting a threshold for its introduction.  Similarly, as 
described in Section 5.2.1, a Participant had complained that her family had not 
offered her the choice of taking part in an activity because they assumed it was too 
much for her.  Likewise, Snowden and Young (2017) reported that nurse 
researchers were the ‘gates’ to clinical trials when they assumed patients would be 
burdened by participation.  
Ethically, it could be argued that clients have a fundamental right to be offered the 
choice rather than the decision being made for them based on their Leads’ 
perceptions and judgements.  Not raising the topic of peer support could 
potentially decrease the two-directional health benefits that may occur with peer 
support and reduce clients’ satisfaction with the programme, their relationship with 
the Lead, and their own progress.  Furthermore, by excluding clients, the Leads’ 
gate-keeping role could narrow the reach of the intervention that seeks to reduce 
the risk of obesity.  
The Leads’ motivation to deliver the intervention introduction is determined based 
on their subjective judgement to its usefulness.  They perceived no value unless 
the client was capable of providing support.  Likewise, Greenfield et al. (2016) 
reported that, in primary care, gate-keeping was carried out as a consequence to 
ineffective clinical judgements and an economic need to save time and money, 
which subsequently led to ethical issues of patients receiving a reduction in 
specialist care.  Briscoe and Berry (2009) discovered many barriers to their 





as in the findings of this study – a lack of confidence in their clients’ readiness to 
make changes.   
The Leads in this study did not identify ways to overcome a client’s inability or 
inappropriate attitude to supporting others. Their language was black and white on 
what clients should and should not do.  However, the literature gives some 
examples of circumventing the Leads’ gate-keeping role.  One study suggested 
introducing the concept to the gate keepers before and during their study and 
reminding them of the possible consequences of exclusion from study access 
(Snowden and Young 2017).  There was mention by the Leads of using social 
media to introduce the concept of peer support, and this would create an open 
access to those with the ability to access the internet: this was also suggested by 
others in the literature (Sorgente et al. 2017; Kozak et al. 2017; Dombrowski et al. 
2014).  Finally, the ability for clients to self-refer to the intervention introduction 
was suggested by the Leads in this study through social media, and by some 
studies reviewed in the literature (Greenfield et al. 2016).  Self-referral could allow 
those clients who are motivated to hear more about peer support to enquire and 
sign up for further information (Middleton 2016), but, on the other hand, an 
uninformed client may not appreciate the benefits that peer support could bring 
and thus not self-refer. 
Allowing clients to make an informed decision on whether they want to hear about 
the topic of peer support would give them access to the possibility of participating 
in an intervention: “Widening access to information previously dependent on 
professional gatekeepers has enabled individuals and groups to pose questions to 
health professionals, rather than always being supplicants for information” (Barnes 
1999, p. 2).  A minority of Leads suggested raising the topic of peer support and 
allowing the clients to be their own gate keepers on whether they wanted to hear 
more detail about the intervention. 
Gate-keeping roles are a barrier to the Leads’ motivation to support the 
intervention. The literature confirms these findings and points to the use of social 
media and self-referral to overcome this barrier in addition to providing information 





training and planning they perceive they would need, and the structure that could 
create an opportunity, for the topic of peer support.  
8.3.2 Training and planning required to promote the intervention: addresses RQ 6 
The Leads were unanimous in perceiving that training and session planning would 
guide them in introducing the intervention in a scheduled manner.  They felt that 
they would need face-to-face training plus written information as a reference in the 
form of training notes and the PIE client/Lead information leaflet which would be 
part of the manual (Chapter 7). As well as being informative, an important aspect 
of training and planning would be to minimise the occurrence of ‘gate-keeping’, as 
discussed in the previous section.  The session planner would be an objective 
guide on the opportunities to raise the topic of peer support rather than leave it to 
the Leads’ subjective decision: it would act as a prompt to remind them.  The 
benefit of ensuring that all Participants hear about peer support could be tipped 
against the risks of a client giving their own opinion on a specific fad ‘diet’ as 
opposed to cascading knowledge and offering their skills learned from the weight 
management programme.  However, the Participants (Section 5.3.3) had 
appeared to only offer support based on the programme content which they 
deemed credible.  
Jessiman et al. (2013) discovered that health professionals forgot about or did not 
understand the importance of an intervention, and these barriers were seen as an 
unintentional form of gate-keeping.  In addition to the current weight management 
programme training for Leads around the benefits of lifestyle interventions, the 
trainer could also outline the importance of peer support and its mutual benefits to 
weight management.  
The Leads had indicated a requirement for training and updates on the 
intervention at their yearly competence check.  This would support a certain level 
of knowledge and skills on peer support to be able to impart this information to 
their clients.  The importance of training was echoed by  Melin et al. (2005), who 
found  that the more health professionals  were experienced and educated around 
obesity; the better their management and colleague support; the more time they 





they were to deliver an intervention.  The Kings Fund, in their report on ‘People in 
control of their own health and care’ (Foot et al. 2014), give recommendations for 
the training of health professionals.  They advise that: 
professional education should enable health professionals to develop a 
model of professionalism based on working with users and citizens, rather 
than on an assumption of the superiority of expert knowledge.  Large 
cohorts of clinicians need access to training in areas such as health 
coaching, motivational interviewing, risk communication and eliciting 
people’s values and preferences. (Foot et al. 2014, p. 55) 
This was not an area of training perceived by the Leads as a requirement, even 
though they echoed some aspects of Briscoe and Berry (2009) that the main 
barriers to delivering obesity interventions are the readiness of clients to make 
changes.   
This section has added to the findings in Section 8.3.1 to mitigate gatekeeping 
through emphasising the importance of a peer support intervention at training 
opportunities.  The following section looks at ways to enable Leads to elicit change 
talk that would both support their motivation and their opportunity to introduce the 
intervention of peer support. 
8.3.3 Skills and abilities required to promote the intervention: addresses RQ 1 
The Leads were enthusiastic about the concept of peer support because they 
believed it echoed the beliefs of the Participants and the weight management 
programme philosophy.  Moreover, these perceptions are consistent with the 
literature that successful interventions happen when the clients and the Leads 
have a shared understanding (Kennedy et al. 2017).   
The Leads’ enthusiasm to introduce the intervention by way of promotion or 
persuasion could in turn make a difference to the client’s motivation to offer peer 
support.  Blane et al. (2017) discusses how patients are more likely to take up an 
intervention if their health professional is sufficiently knowledgeable and skilled to 
convey the programme’s objectives, thus enabling clients to see a positive 





Inspiration is affected by experiences – both negative and positive.  The Leads did 
not mention the impact of their personal weight on their motivation to introduce the 
intervention.  They did, however, mention other people’s weight loss experiences 
and emphasised the importance of these contributing to clients’ skills and abilities 
to impart a positive and inspirational attitude towards peer support.  Commercial 
slimming clubs deliberately recruit facilitators who are successful weight loss 
experts and aim to inspire others to do the same (Allan et al. 2011).  Briscoe and 
Berry (2016) reported that health professionals with their own personal weight loss 
experience were far more likely to deliver a weight management intervention than 
those who had not.  On the other hand, ‘normal’ weight health professionals were 
concerned about their lack of authenticity to introduce a weight management 
intervention, even if they had experience and training (Brown et al. 2007).  
Although they may have a good knowledge base, they may not have had the 
personal experience of a weight loss journey.   
In the previous section (8.3.2) the Leads identified that they needed training in the 
form of session planners and reference guides, but they did not talk about trying to 
move clients forward in their motivation to make changes either to their own 
lifestyle or to support others.  These Leads had already received at least some 
basic motivational interviewing training, but they did not discuss using this skill.  
Listening skills are part of motivational interviewing, and, although these were 
mentioned by the Participants, the Leads did not talk about these behavioural 
change techniques, although they did talk about using informal communication.  
Motivational interviewing techniques involve searching for hints to elicit behaviour 
change rather than accept their clients’ ambivalence (Rollnick and Miller 1995; 
Rollnick et al. 2008).  Briscoe and Berry (2009) reported on the consequences of a 
lack of communication skills for their obesity prevention programme.  Wadden and 
Didie (2003) reported on the favourable outcomes of motivational interviewing 
rather than using confrontational talk.  Echoing this, Lindhardt et al. (2015) talked 
about the efficient use of midwives’ time arising from motivational interviewing.  It 
allowed their clients to focus on the changes they could make and reduced 
unproductive discussion.  Furthermore, the authors talked about the different 
levels of proficiency of the health professionals and the impact these levels had on 





interviewing, the more likely the intervention was perceived successful.  In the 
same way, Jolly et al. (2011) found that, although health professional practitioners 
had received similar motivational interviewing training to counsellors and full-time 
practitioners, due to their multiple roles, their experience and thus their confidence 
in their abilities were lower.  NICE (PH49 2014, p. 19) advise that Leads of lifestyle 
interventions should have skills to communicate effectively, listen reflectively, and 
show empathy, so that they can “develop a person’s motivation to change through 
encouraging and enabling them to manage their own behaviour”.   
Leads have many capabilities to introduce the intervention; however, acquiring an 
increase in the proficiency of their motivational interviewing skills through 
refreshers or extra training in this area may improve the prospect that the topic of 
peer support is raised with their clients.   
The Leads’ findings have resonated with the literature on introducing interventions, 
especially around access and barriers to hearing about a peer support 
intervention.  The existing literature provides information on training and education 
to increase Leads’ abilities and knowledge.  Together, the findings of this study 
and the literature confirm that a more formal process for introducing peer support 
to their clients is required, such as the intervention manual to specify the timing of 
activities and exchanges between Leads and their clients. 
8.4 Summary of study findings 
The literature review highlighted that peer support for weight management can be 
acceptable and effective; however, the reasons for the success of some 
interventions (as measured by weight loss and weight maintenance) have not 
been clearly identified.  This study has added to the existing body of knowledge by 
Participants’ reports of what support is acceptable to them as opposed to 
measuring outcomes of weight loss alone.  Furthermore, the literature examines a 
formal type of support, whereby the peers have been trained for a specific support 
role.  Outside influences and extra training for such roles come with a cost to 
resources and are restrictive by their specificity.  In this thesis, I have suggested 
that there is an alternative concept of support that is given informally by clients to 





little to say on what would motivate peers to informally offer support without any 
extrinsic influence.  This study adds to that knowledge by identifying the key 
factors that motivate Participants to informally offer or accept peer support. 
The first key factor is based on the perceived benefits and risks to their well-being 
by offering support.  The benefits drive an intrinsic motivation to offer support 
based on altruism and anticipation and the barriers to acceptable support are the 
perceived risks to the peer supporter’s health and to the peer-recipient 
relationship.  Prompting reflection on the benefits of peer support within their 
weight management programme may encourage the concept. 
Secondly, from the literature, we understand that people have to be ready to make 
behaviour changes such as deciding to help others to lose weight.  However, there 
were gaps in the literature review around the best time to intervene with support.  
From the study findings, the Participants have suggested an informed description 
of the best methods peers could use to assess readiness to change before 
offering support.   
Thirdly, this study has confirmed with the literature the Participants’ preferred 
methods of support: autonomous and self-determined over controlled, inclusion 
and demonstration over directive.  Importantly, the Participants felt they had the 
capability to offer an acceptable support in an acceptable manner, which fits with 
the research proposal for informal support from an untrained peer.  The literature 
review had identified that recipients of support valued a peer trained to offer an 
acceptable type of support.  The findings from this study challenge the current 
literature because Participants were able to define acceptable support and these 
components would be passed on to clients at a weight management programme 
by way of an information leaflet, to enable acceptable peer support without 
training. 
A final key factor from the Participants’ perspective, is that they conform to the 
cultures of their social network, which sometimes went against their healthy 
changes.  They reported a loss of motivation from the helplessness they felt from 
trying to go against the culture of their peers.  The impact of their social 





could be acceptable by the manner in which it is offered, and this indirect 
approach could lead to missed request for support.  Ending on a positive note, the 
Participants felt empowered to help those within their social environment by 
attending the weight management programme and they believed they could 
positively influence their peers’ lifestyles by passing on health benefits.  
From a Lead perspective, a key finding is the reservation to introduce the 
intervention based on clients not showing a readiness to change.  Suggestions to 
mitigate the barrier of their gatekeeping role include encouraging Leads to use 
motivational interviewing skills such as active listening and change talk learned 
through their training.  In addition, an information leaflet (such as PIE) could 
prompt motivational interviewing techniques to both Leads and clients.   
8.5 Critical reflection on the quality of the research process: strengths 
and weaknesses 
The literature is varied in its discussions on how quality and accuracy should be 
achieved and monitored in a qualitative research process, and I have reflected on 
this to discuss the quality and credibility for this study (Creswell 2013; Robson 
2011; Lincoln and Guba 1985).  Seeking stakeholders’ perceptions is a highly 
reflexive, subjective process and researchers should not only have the skills to 
interpret their data, they should also have the knowledge and skills to evaluate it 
(Sanjari et al. 2014):  the following sections discuss the critical reflection I 
employed to achieve quality in the research process within available resources. 
8.5.1 Reflexivity and the Researcher 
A strength of this research is that it is based on Participants’ and Leads’ 
perceptions and I used my interpretation of these to answer the research 
questions.  However, it is a subjective method and “in reality all researchers are 
inherently implicated in the object of their research” and cannot take a “value-
neutral stance” (Orlikowski and Baroudi 1991, p. 11).  I had placed myself within 
the research and brought with me experiences from my education, my training, my 
clinical role and my social surroundings.  But being aware of my experiences, and 
the effect they may have had on my interpretations of the research, helped me to 





process of reflexivity throughout this research (Creswell 2013):  in this section l 
explore this concept further. 
Beginning with the research questions; Gill (2011, p. 309) feels that these “do not 
arise out of thin air.  Rather our questions come from us (the researchers) and are 
influenced by a host of factors”.  To reduce the risk of bias from my own 
presumptions, preconceptions and preferences, when writing the research 
purpose and questions I applied reflective practice.  This enabled me to recognise 
and question my thinking patterns whilst still using my clinical experiences 
throughout the thesis.  For example, when interviewing the Participants and 
Leads, I realised I was not prepared for their views: most Participants were not 
looking for the type of support I thought they would want such as formal goal 
setting, instead they preferred someone listening to them and allowing them space 
to reflect on their thoughts.  Furthermore, many Leads talked about delivering the 
intervention to their clients in a manner that I thought quite acceptable, but 
discussions with others allowed me to reflect that the Leads’ opinions were at 
times ‘controlling’.  This not only reinforces the importance of reflective practice 
improving research quality but also the importance of seeking participant 
perspectives for intervention development as opposed to solely professional 
perspectives.  
A further strength of this study is that in addition to my reflective thoughts and 
discussions with my supervisors, I invited a variety of researchers to give their 
perspectives in the form of an independent Steering Group (Section 4.5.1).  Their 
various skills and experiences enabled a full exploration of the complexity and 
richness of the data and their monitoring gave the intervention a realistic quality 
with their provision of experiential advice.  With the support of my supervisors and 
the Steering Group, I felt comfortable in proceeding with a qualitative, interpretivist 
approach.  The next section describes the steps taken to present an accurate 
interpretation of the findings.  
8.5.2 Validity 
A piece of qualitative work cannot necessarily be judged on its soundness by 





research.  Instead it is about asking whether the qualitative methods used created 
a valid interpretation of Participants’ data and meanings:  did the findings reflect 
the perceptions of the Participants in a believable way (Ritchie et al. 2014)?  Seale 
(2012) perceives that an accurate interpretation of meanings is dependent upon 
the methods in which data are captured.  Creswell (2013) suggests this can be 
achieved if the researcher becomes familiar with the research context by learning 
about the participant’s culture and knowledge.  During data collection, I checked 
the interactive exchange of information, especially my verbal clarity and the 
terminology used and applying learning from motivational interviewing techniques 
of paraphrasing and summarising during interviewing helped to highlight any 
misinterpretations.  
Creswell (2013) advises checking for “misinformation that stems from distortions 
introduced by the researcher or informants amongst the Participants” (2013, p. 
251).  The use of field notes and memos allowed me to make a note of the times I 
felt unsure of the meaning of Participant’s comments.   The iterative questioning 
technique and longitudinal research approach helped me to check these memos 
for clarity or misinformation as well as developing new topics or points of interest.  
It is well documented that Participants could tell the researcher what they think 
they want to hear, which could bias their answers (Nichols and Maner 2008; Van 
de Mortel 2008).  To reduce this risk, sometimes referred to as ‘social desirability 
bias’, I reiterated at the beginning of each interview that their answers were 
valuable and would remain anonymous.  During the interviews, I ensured that I 
remained non-judgmental by adjusting my body language and comments so that 
Participants would not be able to gauge the ‘correct’ answer and allowed them to 
voice their own perceptions.  Furthermore, the use of vignettes gave the 
Participant the opportunity to give their perspective on a situation that was 
concrete and less personal than commenting on their own actions.   
Ritchie et al. (2014) suggest that Participants, when giving their own descriptions, 
in their own particular context, can themselves be considered a means to support 
the validity of the data, and this method was the keystone of this research 
approach.  Three transcripts were agreed by my supervisors to ensure a degree of 





perspectives and sources, or ‘triangulation’, helped to avoid linking phenomena or 
identifying their meaning incorrectly and contributed to internal validity (Creswell 
2013). Further corroborating views were given by the Steering Group members.   
Pawson and Tilley (2010, p. 217) advise testing the interpretations of the data 
collected by the “Teacher-Learner process”: this method is based on the 
stakeholders being experts of their social network and “constitute key informants in 
the research process” (Pawson and Tilley 2010, p. 218).  Pawson and Tilley 
(2010) describe how the researcher interprets stakeholder information, forming an 
interpretation to deliver back to the stakeholder, who in turn refines the 
interpretation further: in this research, this was carried out with the Participants 
using iterative and cognitive interviewing techniques (Sections 4.7.4 and 4.7.5).  
8.5.3 Reliability and replication 
The transparent reporting of the methods of data analysis in this study aimed to 
allow reliable, trustworthy and credible findings which could be replicated in future.  
Robson (2011) encourages the use of frameworks to organise the gathered 
information into some order and suggests that the transparency of the process can 
be illustrated by listing the components of the framework in appendices for ease of 
replication and audit.  The information gathered from this study is listed in 
appendix 4.8.  Figure 4.3 is an example of a model illustrating the transparent 
linkage of themes and sub themes of one of the frameworks that supported my 
reflections. A further strength of this study is the use of the TIDieR template to 
report the proposed intervention, a summation of the primary and secondary 
research work, and this is presented in Chapter 7 (Table 7.5).  This template 
outlines the intervention components, delivery processes and procedures 
established by this study to compile an intervention manual for future replication 
and evaluation.  There are views that a measure of authenticity is whether the 
findings have had a positive impact (Lincoln and Guba 1985).  Unfortunately, the 
problem of obesity is difficult to solve and is dependent on many factors as well as 
each individual’s behaviour.  In addition, the qualitative nature of this study did not 






8.5.4 Use of theoretical frameworks 
A significant strength of this study is that it has followed the MRC’s 
recommendations on developing complex interventions (Craig et al. 2008) by 
examining the evidence base for peer support theory and supplementing the gaps 
with new evidence from the Participants’ and Leads’ perspectives.  Based on the 
steps of COM-B and the BCW theory (Michie et al. 2014), this research has 
findings about the facilitators and barriers to informal peer-led support within the 
context of social networks that may not be considered by intervention designers 
views alone.  The theory-based BCW links to the Behaviour Change Technique 
Taxonomy (BCTT) and this provides a realistic description in clear terms of the 
intervention elements (Table 7.1).  Furthermore, the BCW process is systematic 
and can support transparency in future evaluation of the intervention efficacy or 
effectiveness in any post doctorate work.  The use of the BCW allowed a ‘bottom-
up approach’ by including stake-holders perspectives in the design and 
development of the intervention.  The intervention design is compatible with my 
ontological belief that it is the Participants who have provided the most valuable 
contributions to this study and they were able to express their views on support 
through their weight management journey.  On the other hand, the COM-B (Michie 
et al. 2014) could be also perceived as a weakness due to being a theoretical and 
linear model and devoid of the complexities of the social context in which this 
study is set.  It was a resource-intense model and only allowed a certain slow 
progression with the intervention design and development.  Although Participants 
identified acceptable components and elements for giving support, there would 
often be a caveat that easily inhibited support and upset the flat line of progress 
and process.  For example, Participants felt that, in a real-life situation, their offer 
of support may be going well until their relationship with their peer is threatened.  
Unlike a set environment, such as in a laboratory setting, an intervention within a 
social network with uncontrolled conditions is ever-changing (Pawson and Tilley 
2010).   
The reviewed quantitative studies report varied outcomes on peer support and its 
effect on weight loss and most papers provided speculative comments on the 





features of a successful peer relationship, the preferred support and the manner in 
which it is offered, or the important drivers of support that have been explored in 
this qualitative study.  The rich contextual findings are a strength of this study and 
contribute new knowledge to the literature.   
8.6 Limitations of the study and Generalisability of the findings 
One limitation of the thesis is the systematic review. Although the cascading of 
knowledge can be considered part of peer support, the review identified only three 
papers discussing the peer support that took place via a cascade effect from 
clients attending a weight management programme (Scherr et al. 2013; Rossini et 
al. 2011; Gorin et al. 2008).  The limitations of the search strategy meant that all 
peer support intervention may not have been identified.  A wider search strategy 
was beyond the resources available for conducting the review for this thesis.  
A further limitation of this study is both the client sample and the Lead sample. 
Although there was a typical representation to the weight management 
programme clients with a maximum diversity of characteristics, there was low 
representation from the younger age group (30-39) and older age group (70+).    
Regarding the Lead sample, there were no perspectives from male Leads.   It is 
likely that increased representation from these groups may have highlighted 
differences in perspectives and generated extra themes or depth of text.  Like 
many studies, there is always the potential to sample more participants and more 
sites and in an ideal world, I would have liked to interview clients and leads from 
other programmes and in different parts of the UK to increase sample diversity.  
However this requires money and time, so compromises were required within this 
Clinical Doctorate. On the other hand, the client sample would have been likely to 
resonate the same views as others on the programme.  
It is not known whether the preferences for acceptable peer support in this study 
can be transferable to other knowledge and skills-based programmes such as 
cardiac rehabilitation (CR) or type 2 diabetes (T2DM) prevention and education, 
other weight management programmes or other geographic areas, and this is a 
limitation.  However, the preferences identified by the Participants and the 





management but to sensitive areas where behaviour change would be beneficial.  
The PIE leaflet gave some suggestions on what support to offer their peers on 
lifestyle changes and this could be applied to Cardiac Rehabilitation or Type 2 
Diabetes.  In addition, the suggestions gave examples of the way in which support 
could be offered.  Having practical yet sensitive peer support could be conducive 
to making lifestyle changes for many.   
Feasibility testing is the next stage for this research. In a future study it would be 
important to explore whether the intervention works better in some places than 
others and any reasons for this.   Different social contexts affect the mechanisms 
and components of behaviour change, and even though the intervention might be 
delivered according to the intervention manual (Section 8.5.3), it may need to be 
tailored to individuals to be effective.  In addition, if the timing of introducing the 
intervention is left to the Leads perceptions of the group’s readiness to receive it, 
this could lead to variations in the programme delivery or whether it is delivered at 
all.    These factors could limit the generalisability of findings. 
In this thesis I have designed and part developed an acceptable peer support 
weight management intervention: the next step is future research to test the 
intervention by means of feasibility and pilot studies.  The important foundations 
from this study can be used as a base to build further developments according to 
policy and practice context.  
8.7 Implications for practice and policy 
Cornelius et al. (2016) suggest that consideration of the social context should be 
made when supporting clients to improve their weight management outcomes.  
From this study, the Participants’ views also suggest that weight management 
intervention programmes should be cognisant of the impact that the social 
environment may have on the programme outcomes, and give some direction on 
the areas that service developers and policy makers could target to increase their 
efficacy.   
Perceiving a threat to their social relationships is greater than Participants’ desire 
to make healthy changes.  Goals and suggestions made within a weight 





and these norms can set the scene of whether support or the offer of it is 
acceptable or not.  As well as affecting the outcomes of weight management 
programmes, these findings indicate strongly that the context of the social 
environment should be considered when introducing the topic of peer support.   
Feelings of credibility and self-belief could be emphasised during weight 
management programmes and especially when introducing the concept of peer 
support.  This could help clients foster the identity of an advocate for healthy 
lifestyle.  Feeling competent in making positive behaviour changes in their weight 
management could help to convince them of the possibility of creating new ‘norms’ 
in their social environment.  Participants and the literature have highlighted some 
examples of these changes such as developing communication techniques that 
both generate peer support and identify with the culture of the peers social 
context.  Listening to participants may be deemed a supportive therapy itself and 
allowed Participants to express their feelings, reflect on their progress and 
consider how they could cascade this to peers.  Although they were able to share 
what they have done or would do, they may benefit from learning to be reflective in 
order to help themselves and others.  Reflection has not specifically been written 
into the intervention, although it is encouraged in the weight management 
programme and the PIE leaflet (Appendix 7a,b,c), encourages clients to reflect on 
a few areas in theory before putting peer support into practice.   
8.8 Conclusion and recommendations for potential research 
This study has explored the concept of informal peer-led support as an option for 
weight management.  Increasing the range of weight management interventions 
by targeting those people who have not engaged with formal weight management 
programmes would create an equity of access for weight management support.  In 
addition, the introduction of peer support under the umbrella of the weight 
management programme would negate the need for extra training resources.  The 
learnings and skills acquired from the programme, plus their life experiences, have 
helped the majority of the Participants to feel credible about cascading their 
knowledge and using their new skills to offer support to their peers.  The Leads 
could feasibly manage the intervention introduction using the PIE leaflet for 





importance of peer support and increasing their motivational skills could help them 
manage clients’ progression in achieving change.   
The Participants have given their perceptions on what support would be 
acceptable within the context of their social environment and identified that their 
environment could pose a threat to healthy changes or be supportive of them 
depending on their ‘norms’.  A peer relationship is highly valued and trumps 
healthy changes.  However, this thesis has identified that peer support can be 
acceptable, thus presenting opportunities for peers to receive support for weight 
management including weight loss and weight maintenance.   
The next stage from this study will be further research to explore the effectiveness 
of the intervention so that peer support can be developed in practice.  My 
recommendations for potential research are: 
1) Conducting quantitative studies on the cascade effect on weight management 
changes based on this study’s findings using the intervention manual.  This will 
include weight loss and weight maintenance.  
2) Tailoring the introduction of peer support so that it is based on gender 
preferences and social situations.  
3) Exploring the characteristics of behaviour change training that influence the 
effectiveness of programme Leads to introduce and support the intervention. 
Finally, the driver for this thesis was a desire to involve existing community assets, 
such as peers, in providing weight management support.  By tapping into the 
strengths possessed by a weight management client, there could potentially be an 
impact on weight management within their social network.  It is evident from the 
rich data obtained in this study that peer support is a complex situation, but the 
exploration of stakeholders’ perspectives has shown that there is potential for 
future clients of a weight management programme to support their peers.  Using 
this concept as an addition to weight management interventions, peer-led support 
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Appendix 2.1:  The search question and its three parts including the key 
words for searches in CINAHL full text, MEDLINE AND PsychINFO 
Proximity Operator 1 (W1) 
Behaviour change or 










Proximity Operator 1 (W1) 
Social support or 
Social network or 
Family support or 
Family network 
Peer support or 
Peer involvement or 





These individual terms were linked by ‘Proximity Operators’ so that each term was 



















































































































































































































































































































































































































































































































Acceptable support – something that the participants would perceive as 
agreeable and would consider using 
(https://www.collinsdictionary.com/dictionary/english/acceptable) 
Affirmation – confirming another’s progress: it is a positive evaluation made by a 
person of another's performance or actions.  Also, self-affirmation – confirming 
their own progress 
Behaviour change (positive) – the changes that are made to adopt a healthier 
lifestyle 
Behaviour Change Wheel (BCW) – A guide to designing interventions (Michie et 
al. 2014) 
Behaviour change techniques (BCT) – there are a range of 26 techniques 
involving prompts, information, goal setting, and self-monitoring and these skills 
are taught to the individual to help them learn to make new habits usually based 
on promoting their health 
Body Mass Index (BMI) Overweight and obesity among adults is measured 
using Body Mass Index (BMI). The BMI is calculated by dividing weight in 
kilograms, by the square of the height in metres (kg/m2). (World Health 
Organization 2000)  
Waist Circumference           (Alberti et al. 2007) 
White European Adults 
are classified into the 
following BMI groups: 
 
BMI range (kg/m2)  
 
Asian Adults are 
classified into the 
following BMI groups: 
 




Less than 18.5  Less than 18.5 Underweight  
18.5 to 24.9 18.5 to 23 Normal  
25 to 29.9  23 to 27.5 Overweight  
30 and over  Over 27.5  Obese  
40 and over   Morbidly obese  
25 and over   Overweight and obese  
International Diabetes Federation guidance on waist circumference 
thresholds as a measure of central obesity  
                                                     Increased risk                          High risk 
European Men ≥94 cm (37 inches) ≥102 cm (40 inches) 
                 Women ≥80 cm (31.5 inches) ≥88cm (34.5 inches) 
Asian Men ≥90 cm (35 inches) ≥90 cm (35 inches) 
           Women ≥80 cm (31.5 inches) ≥80 cm (31.5 inches) 
Note that increased waist circumference can also be a marker for 
increased risk even in persons of normal BMI (Hans et al. 1996).   
If BMI is greater than 35kg/m2, waist circumference does not add to 




Capability – the physical strength, knowledge, skills or stamina to perform the 
behaviour (Michie et al. 2014, p. 59) 
Client – a person who uses a service such as an individual attending a weight 
management programme 
Cognitive Behaviour Theory (CBT) (Beck 1993) – A direct, action-oriented 
approach that teaches a person to explore and analyse their patterns of thinking 
and acting so that they are able to change their behaviour 
Co-producers/Co-developers – professionals and people using the services, 
working together in an equal and reciprocal way to agree what is needed for the 
development of a service. 
‘Counterweight’© – a structured, weight management programme.  For details 
see www.counterweight.org 
Demonstration – exhibiting to others a process or action, showing proof or 
evidence that they are carrying out behaviour changes.  
Encouragement – trying to stimulate the development of an activity, state, or 
belief to make a change 
Effectiveness – refers to the size of the effect that has accomplished a purpose  
Family network/Family support/Family circle – Family is defined as first or 
second degree relatives or those co-habiting under one roof (includes parent, 
child, spouse) 
Formal/Informal weight management intervention – A formal intervention 
would involve the input of an individual whose role it is to offer an intervention.  An 
informal intervention would involve an individual without payment or position to 
offer that intervention and could occur when providing knowledge, experience, 
emotional, social or practical help to others with whom they have a commonality 
Heuristically – a common-sense rule or set of rules intended to increase the 
probability of solving some problem, a rule discovered from experience 
Inclusion – including others in an activity to help remove their barriers to 
participation 
Lay health advisors/peer advisors/peer educators/natural lay helpers/lay 
man – These are trusted members of the community who have received some 
training or education to enable them to be credible in promoting health, but they 
are not healthcare professionals and may only use their own natural skills   
Lifestyle change intervention/programme – intervention or programme that 
helps promote or maintain a healthy lifestyle 
Leads – trained health professionals who deliver the weight management 




loss and then maintain it. For this study, the word is capitalised to differentiate 
them from leads not in this study  
Lifestyle change – making a change to promote health and well-being 
Motivation – there should be more likelihood that the behaviour will occur at a 
relevant time than not to occur or for a competing behaviour to occur instead   
(Michie et al. 2014, p. 59) 
Norm – something that is normal or standard in that environment 
Opportunity – the behaviour should be made physically accessible, affordable, 
socially acceptable and there should be sufficient time for it to happen 
Others – those who the participant knows within their social network who they 
could help or be helped by 
Participant – someone who has taken part and given their perceptions in the 
study.  For this study, the word is capitalised to differentiate them from participants 
not in this study  
Peer – a person who has a commonality to someone else in fundamental ways: 
for this research the commonality is the desire to manage their weight. The 
relationship is one of equality 
Peer support – occurs when people provide knowledge, experience, emotional, 
social or practical help to each other. They can be trained or untrained supporters.   
WHO 2007:13) define this as:  “Peer support has been defined as support from a 
person who has experiential knowledge of a specific behaviour or stressor and 
similar characteristics as the target population”. 
Praise – Expressing commendation of others progress: it is a positive evaluation 
made by a person of another's performance or actions 
Recipient – the individual receiving an intervention or support 
Social circle – a group of people connected socially 
Social network – refers to relationships with others they know 
Social support – refers to the quality of care and support from those they know 
around them 
Socioeconomic status – A person's position in society, that is described by 
determinants such as income, level of education achieved, occupation and 
ownership of property 
Support – the assistance the participant gives or receives around lifestyle 
changes 
Stakeholders – those people affected by the proposed intervention: for this 




contributors who provide an access to knowledge about the service (programme 
Leads)  
Weight loss – the amount of weight at which health benefits are gained is defined 
as 5 – 10% of the individuals body weight.  (SIGN 2010) 
Weight maintenance – this is the weight at which one is able to remain stable 
and is usually defined at <3% of body weight in adults  
Weight management – these are techniques that cover long-term lifestyle plans 
that promote healthy eating and daily physical activity.  The term covers not only 
aiming to achieve weight loss but also considers the maintenance of a healthy BMI 
in the long term  
Weight management Intervention – intervention or programme that helps 
promote or maintain a healthy weight 
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